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ABSTRACT
An abstract of the dissertation of Khalaf al Hadded for the Doctor of

Philosophy in Public Administration and Policy presented June 27,
2000.
27,2000.

Title: The Role and Perfonnance
Performance of Governmental and Nongovernmental
Organizations in Family Planning Implementation: Jordan as a Case
Study

The role of governmental and nongovernmental nonprofit organizations
in population issues has become a familiar reality in contemporary Third
World countries. A distinct irony lies in the increasing growth of the role of
NGOs in implementing public programs that are conventionally assigned to

government bureaucracy. In certain circumstances, these organizations
become an outlet to deliver and do certain things that government agencies are
not able to do. Although there is an extensive body of research and
publications on nongovernmental and charitable organizations in the Third
World, there are only a few cases where small NGOs are working directly with

the government in a sensitive social program such as family planning. The
relationship between the two sectors may stem from the complementarity of
their strengths and weaknesses.
This study explored the role and performance of governmental and
nongovernmental nonprofit organizations in family planning implementation in
Amman, Jordan. Based on both qualitative and quantitative research methods,

the study attempted to establish a comparison between two family planning
programs, one implemented by the Ministry of Health and the other by the

Jordan Association for Family Planning and Protection. The study highlighted
the advantages and disadvantages that each organi7JJlic,n
organization faces and bow
how their
characteristics influence their performance.
Twelve clinics/centers were selected as a sample for this study. Five
clinics represented the Jordan Association for Family Planning and Protection,
and seven centers represented the Ministry of Health. The sample was
unevenly distributed between the two 0'81Di7JJlions
organizations due to their respective
sizes. The analysis was based on the data gathered ftom
from different sources and
multiple research methods. Structured and semi-structured interviews with
open-ended questions and situational analysis were conducted with various
respondents (N=60), including high administrators, medical and paramedical

staff:
stag; policy makers, and clients. Also, field observations were conducted in
the selected clinics and centers.
organizations have
The research shows that nongovernmental nonprofit organil.ations

played the leading role in family planning implementation in Jordan, despite
their limited resources. The analysis also suggests that tangled bureaucratic
establishment, rigid centralil.ation
centralization coupled with environmental influence and
Jordan’s Ministry ofHeahh
of Health
high turnover are the main impediments to the Jordan's

family planning program.
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CHAPTERONE
CHAPTER ONE
INTRODUCTION

During the last four decades, the role of governmental and nongovernmental

organizations has been recognized as a vital element in family planning management
and implementation. The reigning belief holds that &mily
family planning prognum
programs may
help in certain aspects of socioeconomic development in Third World countries.

Through the reduction of peoples'
peoples’ fertility rates, their standard of living, health,
nutrition, and education may improve.
The concept of family planning can be defined as a "set
“set of
o f...
... activities that are
directed at changing the fertility behavior of the population”
population" (Misra et al
al. 1982,
1982,25).
25).
The main policy objective is to provide women and men with the information and the

means they need to control their fertility and to determine the time interval between
their children. Family planning policy is usually adopted after a pre-assessment study
is conducted of the knowledge ot:
o f attitudes toward, and practice (KAP) offiunily
of family

planning services, particularly the use of modem
modern contraceptive methods (Bongaarts
1994,
773).
1994,773).
The issues of
o f population policies and fimily
family planning have been considered

among the foremost controversial and sensitive topics in the world since World
Work! War
II. These issues have exercised scholars and other observers in the international

community in search of the best modality for curbing global population growth. The
world's
world’s population increased from approximately 1l billion in 1800 to 2.5 billion in

2

1950, reached 6 billion in October 1999, and is expected to grow to 8.S
8.5 billion in 20S0
2050
(Bongaarts 1994,
771; United Nations Population Fund 1999,
1994,771;
1999,1).
has been
1). It bas
estimated that more than 850 million people worldwide - approximately 14 percent of
the total population - suffer from malnutrition, and another one billion have no acces.,
access

to clean water, sanitary sewage disposal, or health care (Encarta 1999,
1). In addition,
1999,1).
more than 500 million women in developing countries die from complications of
childbirth and illegal abortion (Smith 1994,
65).
1994,65).
It has been widely believed that unprecedented global population growth is one
of the main impediments to sustainable socioeconomic development and is the
primary cause of poverty, alienation, and environmental degradation (Bongaarts 1994,
771
). The general consensus bas
771).
has held that the only solution to these problems is to
control population growth, particularly in the Third World. It is believed that this
solution would activate economic forces that would lead to sustainable
m-taioshle development
and prosperity (Bolling and Smith 1982, 181). Since the early 1960s, many
developing countries adopted and began implementing family planning prognum.
programs.
In recent years, the concept of better management and implementation has
bas

become a frequently emphasized topic. Management has
bas been defined in many
different ways in literature, but all definitions agree on one central theme:
management is 'getting
‘getting things done.'
done.’ Rakich and bis
his colleagues define management
as ''the
“the process, composed of interrelated social and technical functions and activities
(including roles) occurring in a formal organimtV)nal
organizational setting for the purpose of
accomplishing predetermined objectives through the utilization
utili7.ation of human and other

3

resources"
6). Of course, what bolds
resources” (Rakich et al
a l 1992,
1992,6).
holds for organmrtional
organizational
management in general will hold
bold for
tbr &mily
family planning organintiom.
organizations. The basic
management principles are usually the same; they include planning, organizing,
staffing, controlling, and decision making.
One of the main puzzling questions recurring in policy implementation
discourse is: Who is going to manage and implement the fiunily
family planning program?
Should the program be managed by the government bureaucracy, by nongovernmental
nonprofit organizatio~
organizations, by both, or by the private sector?
Family planning program.,
programs in developing countries differ from one country to

another, depending on their
then unique circumstances. Some developing countries, such
as Kenya, Indonesia, and India, have adopted an explicit fiunily
family planning policy,
which they have been implementing within their
then governmental agencies. Other
countries, such as Lebanon, Tuni•
Tunisia, and Jordan (before 1996), adopted implicit fiunily
family
planning policies in which nongovernmental organmtiom
organizations play a leading role in the
implementation and management of fiunily
family planning programs (Warwick 1988, 11).
).
Generally speaking, a program cannot be understood outside of its situated context.
Experience has shown that socioeconomic circumstances, religion, and political
culture have a significant effect on the course of
o f family planning implementation. No
organmtion
organization exists in a void; rather, all exist in a specific environment to which all
must adapt.

4

The Role ofNong<'Ym1Jffl!m!ll
of Nongovernmental Qrpgjptjnm
Organizations in the Third World

In the last three decades, a tremendous number of nongovernmental

organizations have been formed, for a variety of reasons. In her study of
NGOs and
ofNGOs
political development in the Third World, Fisher estimated that there are more than
50,000 NGOs in Asia, Africa, and Latin America alone (Fisher 1998,
1998,5-7).
5-7). The NGOs
vary widely in their siz.e,
size, style of
o f management, mission, and effectiveness (see Chapter

Three).

Many scholars argue that the proliferation ofNGOs
of NGOs in Third World countries
is, in part, a result of the governments'
governments’ inability in these countries to address certain
socioeconomic issues. The role ofNGOs
of NGOs became vitally important to the delivery of
certain social goods that the government or the market was
wu not able to do (Fisher
1998).

The literature on nongovernmental organimtions
organizations is in concurrence that these
organii.ations
organizations are more adaptable to the social environment and more flexible than are
government agencies. They are generally in a better position and more accountable in
operating small-scale projects such as family planning service delivery (Peterson
1990, 15-23; Bolling and Smith 1982; Boyntes 1983).

In contrast, government agencies are more sensitive and vulnerable
wlnerable to the

social, cultural, and political environment. The government operates in the context of
more politically charged beliefs and perceptions from
fiom various opposition groups. In a
sensitive policy issue such as fiunily
family planning, it is extremely difficult to separate

s5
culture from politics. Although the two concepts are distinct, they become inseparable

in family planning issues (Warwick 1982).
However, despite these differences, in most cases the relationship between the
governmental and nongovernmental sectors is more supportive and complementary
than competitive (Salamon 1987). This relationship pattern could be explained in
terms of the strengths and weaknesses of each sector. The nongovernmental
organizations'
organizations’ ''weaknesses
“weaknesses correspond well with government's
government’s strengths, and vice
versa"
48). The government has the ability to generate financial and
versa” (Salamon 199S,
1995,48).
nonfinancial resources to go directly or indirectly to nongovernmental orgarmations.
organizations.
The nonfinancial support may include political and legislative support and provision
of government facilities such as training, equipment, hospitals, clinics, and other
assistance that the nongovernmental otgaoi:,ati,._n
organization is in need 0£
of The survival of
o f the
nongovernmental organizations usually depends on donations from local individuals,
the private sector, and external assistance. When these sources are exhausted,

sometimes the only source these organizations can tum
turn to is the government (Kramer
1989).
On the other band,
hand, governmental organmtions
organizations have their
then own weaknesses that

correspond to nongovernmental organization strengths. Governmental agencies are
usually driven by political forces and the bureaucratic elite that have to serve many
constituents, which makes them sensitive to the social, cu1turaJ,
cultural, and economic values
of their societies. In most Third World
Work! countries, governments are muddling through
enduring differences, preferences, values, beliefs, and perceptions of many key

6

players: traditionalists, religious groups, nationalists, and international forces. W-rth
With
all these political and sociocultural constraints acting upon the government, it

frequently turns to nongovernmental organimtions
organizations to implement certain policies that
the government itself would prefer not to do. The main strength of
o f nongovernmental

organimtions
organizations is that their nonpolitical appearance may give them the freedom to reach
certain communities that the government cannot reach (Bolling and Smith 1982, 154).
The relationship between the two sectors becomes even more complex when

one examines the role and interest of bilateral and international donor organizations in
Third World issues. In many cases, donor agencies find nongovernmental
organi7.ations
organizations an ahemative
alternative mechanism for funneling
tunneling their aid to subsidize certain
sensitive social programs such as fiunily
family planning programs, particularly when the
government is not able to do so (Bolling and Smith 1982,
1982,154).
154). However, in most
cases this is done with the concurrence and cooperation of
o f the national government,
because the nongovernmental organimtions
organizations cannot implement social programs that the
government does not approve o(
o f particularly sensitive programs such as family
planning. In this regard, hundreds of nongovernmental organmtions
organizations at national and

international levels have committed themselves to family
fiunily planning issues as a
complementary effort to the governments in Asia, Africa, and Latin America.
The problem of population growth came to the world's
world’s attention when

interdisciplinary teams of scientists subsidized by the Rockefeller Foundation
concluded in 1948 that "the
“the reduction of human fertility is one of
o f the amst
most important
difficult” (Bolling and Smith 1982,
1982,60).
problems, yet one of the most difficult"
60). Since then, the

7

field of
o f demographics has become one of
o f the five major program areas in the
foundation's
foundation’s agenda. Millions of dollars have been given as grants to a variety of
scientific research institutions to fund
fond research projects on reproductive biology and
human genetics. For example, the foundation subsidized a major fertility study in
Africa, Asia, and Europe. A major area of investment in population issues by the
foundation bas
has been in the development of new contraceptive methods.

In the same vein, the Ford Foundation has made a significant contnbution
contribution in
encouraging research in demographic and population policy in the Third World. As
Sutton explained, "We
“We helped to get countries around the world to see that they
needed to have a population policy. This was done in various ways, often through
economic planners, sometimes through special mmions
missions of population specialists,
sometimes through demographic studies"
74).
studies” (Bolling and Smith 1982,
1982,74).
Moreover, other international o,ganizations
organizations have played a major role in
population issues and family planning in Third World countries. They include the
United States Agency for International Development (USAID), the United Nations

Population Fund (UNFP
A), the International Planned Parenthood Federation (IPPF),
(UNFPA),
QPPF),
Organization (WHO), the Population Councii
Council, and Pathfinder. More
the World Health Organil.ation
organizations will follow in Chapter Three. To illustrate,
elaboration on some of these orgmmations
organization with an
the Population Council, for example, is an international nonprofit otganimtion
has played a
eager interest in Third World population issues. In the last few decades it bas
o f modern
modem contraceptive methods technology.
significant role in the development of

Similarly, the IPPF also emphasizes the concept of drawing public attention to the
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o f population growth and its impact on socioeconomic development in
issues of

underdeveloped countries. The federation also assists in formulating
fb
• and designing
education campaigns on fiunily
family planning techniques and on mechanisms of
distn'bution
distribution of contraceptive methods to women in these countries (Bolling and Smith
1982, 181).
In a nutshell, the relationship between governmental and nongovernmental

organi7.ations
organizations may stem ftom
from the complementarity of their strengths and weaknesses,
which renders the study of their roles and performance in implementing and managing
family planning programs even more attractive to explore. This research will take a
closer look at this topic, using Jordan as a case study.
The family planning program in Jordan was initiated in the early 1970s as a
modest endeavor by a nongovernmental organization, the Jordan Association for
Family Planning and Protection. It was given the green light by the government to
provide family planning services that were acceptable to Jordanians
Jonlaoiaos and their culture.
In 1979, the government took an active step in fiunily
family planning issues, as the Ministry

of Heahh
Health began its own unpublicized effort, providing family planning services based
upon individual request. This step was accomplished in cooperation with the United
Nations Population Fund (UNFPA 1991,
1991,51).
51).
During the l1970s
970s and 1980s, although the government of Jordan had no

explicit population policy, it recognized the right of parents to decide the number and
spacing of their children and supported some family
fiuni1y planning activities, such as birth
spacing. In 1996, the government of
o f Jordan adopted its first explicit National
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Population Strategy, which contained both policy and strategy for achieving the policy
objectives. The National Population Strategy, approved by parliament in March 1996,
addresses Jordan's
Jordan’s high rate of population growth (2.9 percent) and the unmet need for
family planning services. A recent study indicates that 35 percent of married women
in Jordan were using contraceptives in 1990 (World Bank 1997a, 4). A National Birth

Spacing Program was formulated, as well, to provide birth spacing services in
governmental and nongovernmental filcilities.
facilities. In addition, the government reactivated
the National Population Commission, which is composed of twenty-one members
representing both governmental and nongovernmental organil.ations.
organizations. Princess Basma,
the sister of the Jate
late King Hussein, chairs the commission (UNFPA 1997a, 1).
As it stands now, the two leading organimtions
organizations implementing fiunily
family planning

in Jordan are the Ministry ofHeaJth
of Health Department of Maternal and Child Health/Family

Planning (MOH/MCH/FP) and the JAFPP. Both sectors -particularly
- particularly the JAFPP have taken an active role in promoting fiunily
family planning services.

Purpose of This Study
The J>un,ose

A tremendous amount of research and literature have been published on the
subject of fiunily
family planning programs and their implementation in the Third World, but
the performance of
o f indigenous nongovernmental organizatiom
organizations and their role in fiunily
family
planning management have been given little attention. This neglect is most likely due

to the prevailing asmmption
assumption that most social programs in the Third World, particularly
particu)arly
those related to population policies, are usually carried out by the government
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bureaucracy. The second as.,mnpdon
assumption is that the voluntary sectors in the Third World
are not yet developed to the level that they are able to implement certain social
programs. This is because imst
most ofthese NGOs'
NGOs’ activities are charitably oriented,
particularly in countries where authoritarian political systems hold absolute power
(Fisher 1995,
5-15). To a certain extent, both assumptions are valid, except in the case
1995,5-15).
of family planning where both sectors are playing a vital role in many developing
countries.
The main purpose of this study is to examine the performance of governmental

and nongovernmental organi7.ations
fiunily planning
organizations and their role in implementing family
programs in Jordan. In this research, the concept of performance refers to the
influence of contextual and internal variables on the performance of family
fiunily planning
organizations. This definition avoids viewing performance as an internal
organizational process only. Most of the research on family planning otganimtion
organization
performance bas
has concentrated on quantitative outcome measures, such as calculating
the number of new users or dropouts of each family planning method provided. The

input elements such as infrastructure, management information system, reporting,
availability of resources, staffing, and leadership have been given little attention. For

example, in Jordan the numbers of new users and dropouts are the main criterion

measures to evaluate performance.
Being a political actor, a fiunily
family planning organization
orgaoimion is usually affected by its

contextual and internal environments, both of which have a significant influence on
the organi7.ation'
organization’ss operation and outcomes during the implementation process. These
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contextual variables may include the political context, socioeconomic conditions,
culture, religion, and the regional political culture that surrounds the country under
study. The internal variables include the otgaofaatiooal
organizational structure, staffing, clarity of
goals, communication, leadership, incentives, physical inftastructure,
infrastructure, delivery of
services,andlevelofcooperation.
services, and level of cooperation.
Following a case study format,
format, the study attempted to establish a comparison
between the Ministry of Health Department of Maternal and Child Health
(MOH/MCH) and the Jordan Association for Family Planning and Protection
(JAFPP), a nongovernmental nonprofit organimtioo.
organization. The study was conducted within
the greater Amman area of Jordan. This study was intended to probe the advantages
and disadvantages that each organimion
organization has with regard to family
fiunily planning
rlanning
implementation, and how these characteristics influence their performance.

Health
Ministry of Health/Maternal and Child Heahh

The Ministry of Health, which was established in 1951, is the largest publicly
financed health insurance program in Jordan. The ministry has a central

administration office located in the capital city, Amman, and is responsible
respoMI'ble for public
beahh
health care in the entire kingdom. The ministry provides different types ofbeahh
of health care

services, such as preventative and curative care, pharmaceutical services, health
education and training, and formulates health policies. The ministry operates 22
public hospitals and 990 health care centers, of which 316 provide modem
contraceptive methods. At present, the Ministry of Health employs ahnost
almost 19,500
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persons, of whom approximately 25 percent bold
hoki administrative positions. The
ministry's
ministry’s overall structure is highly centralized, and the budgeting system is totally

controlled by the Ministry of Finance. There is limited authority for hospital directors
and the heads of health care centers to nm
run their
then facilities. Physician payment is based
on salary (World Bank 1997a, 11-21). The ministry's
ministry’s family
mmily planning
planmng program has
bas
been integrated with the activities of the Department of Maternal and Child Heahh
Health
since 1979. In accordance with the ministry’s
ministry's organizational structure, MCH is an
integral part of the General Directorate of
o f Primary Health Care. The role of the
ministry is vitally important because it symbolizes the government's
government’s commitment to

family planning programs and legitimizes its activities within the public and private
sectors.

Planning and Protection
Jordan Association for Family Plannin&

The Jordan Association for Family Planning and Protection was established by
a group of volunteers in 1964 in the West Bank ofJordan, and expanded to the rest of

970s. It was the first - and, at that time, the onlythe country in the early l1970s.
only nongovernmental nonprofit organi7.ation
organization concerned with fiunily
family planning issues and

services in the country. It was given tacit
tscit approval by the government to provide
family planning services that were acceptable to Jordan's
Jordan’s religious and political
culture.
The organi7.ational
organizational structure of
o f JAFPP, like that ofany nongovernmental
organi2.ation
organization in other developing countries, grew from its beginnings as a small
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voluntary organimiQn
organization driven by social concerns. The JAFPP has a 200-member
general assembly, of which 70 are women. The association
usociation is administered by a board
of directors composed of twelve members - one ftom
from each govemorate in the
kingdom - who are elected by the general assembly to serve for
lor a period of two years.
The directors, in tum,
turn, elect from among themselves the president and vice president of

the association. This administrative body is the main policy maker of the JAFPP.
The association provides its family planning services through 20 clinics, two of

which are mobile clinics. Studies of
o f fiunily
family planning in Jordan show that JAFPP is the
main provider of family planning services in the kingdom. The Jordan Population and
Family Heahh
Health Surveys of 1990 and 1997 indicated that JAFPP provided an estimated
30 and 24 percent, respectively, of modern
modem family planning services, while the
remainder was provided by other sectors (Department of Statistics 1992a, 47).
The MOH/MCH and the JAFPP provide basically the same family planning

services and the same educational materials. They operate in the same social, cultural,
religious, economic, and political environment. However, the two organizations under
study differ in their organi7.ltional
organizational structure and their political constraints.
The central theme of
o f this study is to gain a better understanding of the
relationship between governmental and nongovermnental
nongovernmental organizations in Jordan,
particularly in sensitive issues such as family planning implementation. As a matter of
fact, there are few cases in the Third World in which small numbers of
NGOs are
ofNGOs

directly involved in close collaboration with the government in sensitive social issues.
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Research Hypotheses
ResearchHypotheses

The research addresses the following three hypotheses:

Hypothesis I: Although the t\\'O
two organinriollS
organizations operate in the same
socioeconomic and political environment and deliver the same fiunily planning
services, they have different opportunities, capabilities, and comtraints.
constraints. The
two organil.ations
organizations have different environmental responses and adaptatiom.
adaptations.
Hypothesis II: Being a nongovernmental nonprofit organization, JAFPP
should have the ability to cope with its diverse and changeable environment
and thus out-perfunn
fiunily
out-perfbrm the Ministry of Health in implementing the family
planning program.
Hypothesis ID:
HI: It is expected that the relationship between JAFPP and the
Ministry of Health Department of Maternal and Child Health/Family
Heahb/Family Planning
is cooperative and complementary, rather than competitive. This is due to the
fact that their relationship reflects the complementarity of
o f their strengths and
weaknesses; that is, the strengths of the Ministry of Health correspond to the
weaknesses of JAFPP, and vice versa.
Research Questions
In order to test these three hypotheses, the research will probe the following
main questions:
family
1) How do JAFPP and MOH/MCH manage and implement their wnily
planning progrum
programs in Jordan?
2) Do they vary in their management and performance? If so, how, and what

external and internal variables influence this variation?
programs in Jordan be implemented by a
3) Should the family planning progrmm

governmental or nongovernmental organization, or by both? Ifby
If by both,
what role does each play, and is their relationship competitive or
collaborative?

1S
IS

CHAPTER TWO
LITERATURE REVIEW
Since the early 1960s, a tremendous amount of
o f research and literature bas
has been
published on the issues of family planning policies and implementation. The general
outlooks of these research findings and outcomes reflect, to a certain extent,
contradiction, a lack of consensus, and controversycontroversy - particularly those studies
assessing the effectiveness of
o f family planning progran.
programs.
The available body of research may be grouped into three general categories.
In the first category, the researchers and scholars place an emphasis on understanding
the external factors that influence people’s
people's &:rtility
fertility behavior, such as norms, values,
culture, socioeconomic conditions, religion, kinship, and so on. The second category
of research considers family planning policy a significant factor in a population's
population’s
fertility control. Most of this category of research is characterized by a quantitative
mode of analysis and an emphasis on outcome measures such as numbers of new users

and the dropout rate, examining factors such as the availability of contraceptive
methods, the prevailing rate of use of such methods, and the knowledge ot;
o£ attitudes
toward, and practice of family planning. The third category of
o f research emphasizes
the implementation and management of family planning programs.
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Cultural Faeton
Factors u
m Determi■aatl
Determinants olfertiUt)'
of Fertility Rates
R ite
Socioeconomic and C■ltaral

The available research
dealing with this dimension concentrates on the
researcb deaHng

contextual factors that affect population fertility rates, such as socioeconomic
conditions, culture, and political context. The central theme of this type of research is
that socioeconomic and cultural factors of any given population contn"bute
contribute
significantly to its fertility behaviors. Thus, understanding these values is vitally
important to finding suitable remedies for population growth (Warwick 1988,
1988,2;
2;
Ahmad 1972; Kendall 1971,
74).
1971,74).

The Essence of the Problem

The persistent rhetoric up to the present time on population growth and
policies bas
has been the bone of contention between pessimists and optimists. The
underlying premise of the pessimistic approach goes back
bock through history to Thomas
Malthus, who concluded 200 years ago that 'ihe
“the power of population is indefinitely
greater than the power of the earth to produce subsistence for man.,.
man.” As a resuh,
result, he
predicted that as the population increased, there would be deprivation and starvation in
1994,771).
the world (Bongaarts 1994,
771 ).

Neo-Malthusians
Neo-Mahhusians continue to argue that population growth in developing
countr·~
country is the main cause of poverty, alienation, environmental degradation,
pollution, and global warming. At the other pole of contention, the optimists critici7.e
criticize

Malthus and his school of thought on the grounds that human knowledge,

technological innovation, and unutilimt
unutilized resources on land and in oceam
oceans would enable
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mankind to enhance and develop the standard of life for a growing population
(Bongaarts 1994,
771). In this orientation, many Third World scholars argue that
1994,771).
poverty and deprivation are caused by the accumulation of
o f consequences of
of
colonimtion
colonization and unjust distn1>ution
distribution of resources. Increased fertility has served as a
protective device against poverty wherein more children are produced to generate
more family
femily income. Historically, under economic hardship a large family was a
necessity in the path toward economic well being. Sons and daughters became a

source of income and security to the fiunily
femily and for their parents in their old age. As
Panayotou noted,
Many of the tasks undertaken by the children of poor filmilies
families in the
developing world involve the 'capture'
‘capture’ of open-acces.,
open-access resources such
as firewood, animal fodder, grazing, and fish. The more children a
bas, the more of the community's
household has,
community’s natural resources it can
convert into private property (Economist 1994,
1994,84).
84).
Therefore, from the optimists'
optimists’ perspective, economic development and improvements
in well-being are imperative prerequisites to any demographic change. Thus, public

policies should be formulated to address the issues of "transformation
“transformation of social and
economic institutions and the redistn"bution
redistribution of
o f social and economic goods",
goods”, rather than
population growth (Hernandez 1985,
77).
1985,77).
The dichotomy between these views has extended to the development of two
new schools of thought: the individual and the holistic approaches. The central point
of contention between the two schools rests on the question of the ethical merits of
various population policies in term,
terms of
o f basic human rights.
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The first school ofthought is based on the premises of
o f the philosophy of

individualism. In his article, "The
“The Tragedy of
o f the Commom",
Commons”, Hardin developed a
profound argument that "(t)reedom
“(f)reedom in the commons brings ruin to all"
all” (Hardin 1963,

1244). He argued that it is in the personal interest of
o f each individual to exploit the
world's
world’s common resources as fully as possible. The tragedy is that if each individual
is free to, and does so, then as population increases it will destroy the common

resources that everyone depends on. Hardin's
Hardin’s argument contained two fundamental
themes: individual interest versus collective interest, and human freedom versus

human welfare. The underlying principle of this school rests on the belief that for the
sake of national and international collective welfare, some measures toward
popuJation fertility reduction should be considered. However, these measures or
population
policies should be adopted within the framework of basic human rights.

As an advocate ofthe individualistic scboo~
school, Berelson delineated six ethical
principles to be taken into consideration in the formulation and implementation of
fertility reduction policies: these principles include collective welfare, individual
freedo~
justi~ truth telling, values concerning 6unily
freedom, justice,
femily and children, and other
'meritorious'
‘meritorious’ goals. Wrthin
Within the framework of
o f these principles, Berelson specified
three major policies to be adopted for potential fertility reduction: voluntary family
planning, involuntary governmental fertility contro~
control, and shifts in social and economic
conditions (Hernandez 1985,
78).
1985,78).
Proponents of the second school ofthought - the holistic approach - have

devoted their efforts to e,i:amining
examining the is.,ues
issues of collective welfare, security, and justice
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that are experienced by the present geoetawn,
generation, and what will be the state of welfate
welfare of
the next generation in light of the present experience. They also examine the ethical

considerations of international aid policies, such as those for food, ecommic
economic
development, fertility, and other issues regarding immigration and its impact on the
consumption levels of
o f wealthier nations.

The 'Lifeboat
‘Lifeboat Ethics'
Ethics’ and 'Spaceship
‘Spaceship Earth'
Earth’ Approaches
Apgoacbes

The international approach is further divided into two conflicting schools of
thought: the 'lifeboat
‘lifeboat ethics',
ethics’, and 'spaceship
‘spaceship earth.'
earth.’ The lifeboat ethics school was

developed by Hardin, who formulated the lifeboat metaphor through which to examine
international food aid and immigration. He believed that each nation can be viewed as
a lifeboat with limited capacity and finite resources: rich countries are lifeboats
relatively filled with rich people, while poor countries are lifeboats filled beyond
capacity, some ooff whose people have begun fiilling
M ing into the water and seeking help

from the lifeboats of the rich. Hardin argued that those in the rich lifeboats have three
alternatives: first, to pull those needing help into their boats which will, however,
capsi7.e
capsize them ('Complete
(‘Complete Justice, Complete Catastrophe');
Catastrophe’); second, to take on board
those needing help, but only to their lifeboats'
lifeboats’ capacitycapacity - which raises the issue
isme of who
will and who will not be admitted to the lifeboats; and third,
~ to admit none of the poor
and thus ensure their own survival (Hanlin
(Hardin 1974,
1974,562).
S62). He believed that present

wealth cannot be divided equitably as long as people reproduce at different rates,
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because "our
•...would
would have only a ruined world to inhabit"
“our grandchildren
grandchildren..
inhabit” (Hardin
1974,
567).
1974,567).

Hardin saw this type of structural relationship as a natural development and
function of the capitalist system. Sellers posits that Western countries may be partly
responsible for the world food crisis, adding that
multinational corporations, acting in effect as agents of the rich
nations, have exacerbated the hunger problem by (1) failing to develop
indigenous high level know-bow
know-how in Third World countries that would
allow those countries to rely upon locally available resources, (2)
siphoning profits from Third World countries to finance affluence in
the richer countries, and (3) using land in Third World countries to
grow luxury crops for export to wealthy countries (Sellers 1976,
115).
The second subschool - spaceship earth - of the international approach was

developed by Verghese as an alternative to Hardin's
Hardin’s lifeboats. Verghese proposed bis
his
spaceship model as a holistic metaphor. The underlying premise of this approach was
that in order to save our world and to race
face population problems, "all
“all nations must
work together in concert with one another to reduce
reduce..
..•.consumption,
consumption, military spending,
and the waste of energy and other resources”
resources" (Verghese 1974).

Reflecting the principles of
o f the international approach, Bayles developed his
'duty
‘duty to future generations'
generations’ theory, arguing that the present generations have a duty to
secure quality of life for the next generation. For Bayles, 'quality
‘quality of life'
life’ meant that
the ''values
“values of freedom, security, welfare, and equality should be maintained"
maintained” (Bayles

1980,
21-33). Based on these values-and
1980,21-33).
values - and particularly the principle of freedom-he
freedom - he
prioritized four types of policies for fertility reduction in the Third World: fiunily
family
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planning program.,,
programs, social and economic policies, positive incentives, and negative
incentives (Bayles 1980,
101).
1980,101).

Global Rift Between North and South
Since the early 1960s, the two lines of argument have taken a new and broader
dimension, splitting the globe into 'North'
‘North’ and 'South'.
‘South’. The Third World countries
(the South) attnbute
attribute their development setbacks to the lack ooff serious commitment
from Northern countries to treat the causes of poverty rather than the symptoms. In
their view, the amount of aid and investment required for development is far more
than the North bas
2S8). At the United Nations
has provided (Bolling and Smith 1983,
1983,2S8).
Intergovernmental Conference held in Bucharest, Hungary, the developing countries
argued that 'rapid
‘rapid industrialimion'
industrialization’ is the best solution to population growth. Their

slogan 'Development
‘Development is the Best Contraceptive Method'
Method’ was based on the view that
redistribution of wealth from the North to the South is a prior condition to population
stabilization (Roush 1994,
1165).
1994,1165).
On the other band, the Northern countries argue that developing countries will

not be able to overcome their development problems unless they 'arrange
‘arrange their own
house'
house’ and that sustainable development can be achieved only through population

control. This view bolds
holds that despite the support of
o f bilateral and muhilateral
multilateral foreign
aid to Third
Thud World countries, they still suffer from economic and political instability,
high population growth, high financial debt, low literacy rates, malnutrition, sanitation
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and public health problems, and poor development policies in general (Bolling and

Smith 1982,
258).
1982,258).
Some scho1ars
scholars such as Chenery and Strout
Stiout (1966) emphasize the significance
of foreign economic assistance during the short transition period from backwardness
to self-sustaining economic growth, as well as the critical role of recipient countries in
the efficient utilmtion
utilization of available resources and foreign aid in their
then development
efforts. Others, such as Papanek (1972), argue that aid might actually hinder
economic development by creating dependency on aid and stifling initiative. Many
population experts believe that all the resources that have been invested in Third
World development do nothing more than 'delay
‘delay a disaster'
disaster’ unless certain steps are
popuJation 'explosion'
taken to curb the population
‘explosion’ (Bolling
(Boiling and Smith 1982, 181). However, the
feasibility of foreign aid in connection with development and population growth
remains a highly controversial issue between the countries of
o f the North and South.
Despite the sharp differences between the two camps on the issue of fertility
rate reduction and development, it seems that there is common consensus on the belief
that reduction of
o f population growth is the only national alternative toward sustainable

development and improved socioeconomic conditiom
conditions in developing countries.
During the last three decades, there have been many joint efforts by developed and
developing countries to reduce the latter's
latter’s fertility rates. In accordance with World
Bank statistics, international donors have spent approximately $4-S
$4-5 billion per year to

curb population growth in the Third World (World
(Workl Bank 1993a).
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Culture. Values, and Religious Factors
Culture,

In this orientation, Warwick engaged in an interesting disclmion
discussion on the impact
of
o f culture and values on family planning program implementation. He argued that the
fit between program design and socioeconomic conditions and culture would

contn'bute
contribute significantly to organii.ation
organization performance. Warwick believed that there is
reciprocal influence and interaction between the fiunily
family planning orgmmation
organization and its
environmental forces. The organmtion
bas an influence on and is influenced by
organization has
these norms and values. That is, people adapt and become less resistant over time to
the idea of family planning, and change their behavior in regard to their fertility values
and the number of children they wish to have (Warwick 1988,
1988,3).
3).
Studies have shown that socioeconomic and cuhural
cultural values have a significant
impact on peoples'
peoples’ fertility behavior; when these values change they may seek a
method suitable to them to reduce their fertility and thus the number of children they
choose to have (Davis 1967; 1963). The case of Lebanon supports this point: the
Lebanese government was initially not able to discuss or support any family
femily planning
policy because of the strong linkage between population size and conflicts between

ethnic and religious groups, particularly between Christians and Muslims (Khalaf
1978; Warwick 1982), but today, the government is more explicit regarding family
femily

planning, and there is less resistance to practicing fiunily
femily planning methods which are
provided mainly by nongovernmental organimions.
organizations. In this sense, the government

intervention occurs as a response to peoples'
peoples’ demand, rather than as a policy strategy
design as in the case of China.
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Looking at the issue fiom
from different dimemions,
dimensions, the environmental impact on
family planning orgaoimions
organizations could be subject to two types ooff influences: negative
and positive. Factors that contn'bute
contribute negatively to family planning implementation

include economic backwardness, religion, the structure of health care, political
context, kinship, the value of sons, women's
women’s status, levels of education, and the degree
o f fertility issues. Numerous studies have contributed valuable
of social sensitivity of

data and analysis of these factors and their influence on people’s
people's fertility behavior.

Dyson and Moore (1983) provide a salient analysis on the strong correlation between
kinship and fertility choices in northern and southern India. Another good example of
the influence of kinship and extended fiunily
femily was presented by Yu and Liu (1980): in
the Philippines, they found that reproductive decisions of couples is, to a certain
extent, influenced by extended family
femily members and neighbors.
On the other ~
hand, factors that have a positive influence on family
femily planning

organizations include high demand for fiunily
femily planning services among a population, a
good health care system and facilities, individuals'
individuals’ education, age, and number of
living sons (Department of Statistics 1992a, xvi-xvii). For example, the Jordan
Population and Family Health Survey of 1990 indicated that 40 percent of married
women aged 15-49 who are not currently using contraception are in need of family
planning services (Department of Statistics 1992a, XVIJ.
xvi).
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Women’s Status and Reproductive HeaJtb.
Health
Women's

In this regard, one of
o f the most politically charged population issues between

developed and underdeveloped countries is that of the status of women. The clash
clam
over this issue became very apparent during the Cairo Conference held in September
1994 (Elliott and Dickey 1994,
22). The autonomy, empowerment, and political and
1994,22).
social status of women are very complex and sensitive issues in all societies. In
nontraditional societies, such as those in Western countries, a woman has
bas more
freedom to make decisions regarding the number of children she would like to have,
and bas
has the right of access to the necessary information and services that allow her to
make her decisions with regard to that matter. In traditional societies, such as those in
the Arab and Muslim world, the status of women is tightly linked to religion, culture,
values, kinship, and politics; all these values are socially inseparable, even if they are
conceptually distinct.
In her study on reproductive choice in lswn,
Islam, Makhlouf Obermeyer presents a

salient analysis of the complex interaction of these variables and their impact on
women's
women’s reproductive options (MakbloufObermeyer
(MakhloufObermeyer 1994a, 41). The core ofher
of her
argument holds that the impact oflslamic
of Islamic teaching on women’s
women's autonomy and options
can be understood in terms of
o f the political context in which the religious code is
interpreted (Makhlouf Obermeyer 1994). Although Islamic principles are somewhat
issues, the political context is the key factor in how these
flexible in reproductive iaues,
codes are interpreted and implemented
implemented.• .Examination
Examination ooff the status of women in

Muslim countries is complex; religious code, culture, norms, and civil code are
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inseparable. Looking at these countries in terms of
o f socioeconomic status, one finds
great discrepancies among them in the social status of women.

In those societies, the political system and social norms are very closely linked.
Any attempt to change these values will be viewed as a threat to the monl
moral and
religious foundation of the social structure and will be confronted by resistance, not
only from the citiz.enry
citizenry but from the political authority as well (Mernissi
(Memissi 1985;
198S; 1992).
This point is perhaps best illustrated by the Lebanese sociologist Khala(
Khalaf, who stated,

...
given our basic concern with the dialectical interplay between
...given
traditions and modernity, it is equally meaningful to consider how a
relatively "modem"
“modem” notion of fiunily
femily planning bas
has been introduced
and incorporated into a sociocultural context in which seemingly
"traditional"
“traditional” values and sentiments are expected to militate against
such an introduction. No matter how one perceives family planning,
it introduces the idea of
o f rationality and control into an area previously
left to God, fate,
fete, or to the chance combination of
o f other societal
changes (Khalaf 1978).
For this reason, many countries such as Jordan and Lebanon have long
hesitated to take the risk of publicly discussing family
femily planning issues, which touch on
core values of the people and may conflict with or break their norms and traditions. In
Jordan, personal status law is still based on Muslim religious codescodes - al-Sharrah-the
al-Sharfah-tix
principles of which generally govern marriage and fertility issues. However, ahhough
although
there have been a few studies on indicators of
o f women's
women’s status (Tekce and Shorter
1984; Doan and Bisbarat
Bisharat 1990), most of
ofthese
these studies focused on child survival. Little
attention was given to the status of women in relation to reproductive health
heahh and
family planning (MakhloufObermeyer
(MakhloufObermeyer 1994).
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Family Plannin1
Planning Policy u
as a Detenai■aat
Determinant of fertility
FertiBtv Rat•
Rates
A second category of literature places an emphasis on the effect of femily
fiunily

planning methods on fertility rate reduction. In this regard, there is aa sizeable body of
research focusing on evaluation studies, examining factors such as availability of
contraceptive methods and the prevailing rates of use ooff such methods. The mode of
research is more quantitatively oriented, with multilinear regression commonly being
utilized.
utiliz.ed.

Using small samples and statistical techniques, these researchers have drawn
some generalizations about the effectiveness of femily
family planning progmm;
programs; therefore,
this type of research may be descnoed
described as being impressionistically oriented. Good
examples were found in some studies carried out by international donor agencies such
as the United States Agency for International Development, United Nations Fund for
Population Activities, the Population Council, and the International Planned
Parenthood Foundation. Such studies usually employ variables such as budgeting,
supervision, surveys of Knowledge, Attitudes, and Practice of family planning (KAP),

availability of resources, and contraceptive prevalence. This type of evaluation
research is generally prescriptive, concluding with a list of
o f recommendations
recomrnendatiom to be
followed by the concerned agencies or host government. The primary limitation of
this type of research is that the orgmmation
organization is treated as an isolated phenomenon,

separate from its own environment (Roper 1986,
1986,7).
7).
Much literature bas
has been published regarding prevailing rates of use of
contraceptive methods and their
then impact on fertility rate reduction. A study conducted
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by Mauldin and Segal de1mnstrated
demonstrated a strong association between contraceptive
method use and fertility rate reduction. In their study on prevalence of
o f contraceptive
use in 14 developing countries, Mauldin and Segal found that while there has been a

rapid increase in the use of contraceptive methods in Asia and Latin America, use is
much less in Arab countries. Their study also found a strong correlation between

contraceptive prevalence and fertility rates (Mauldin and Segal 1988). To be on the
safe side, they argue that the strong correlation between these two variables should not
be interpreted as an effect of contraceptive method use, but rather that examjnation
examination is
needed of other significant variables, such as education, age, marital sta~
status, and other

socioeconomic factors (Mauldin and Segal 1988,
1988,335-353).
335-353). Focusing on the
association between education and fertility decline in developing countries, Cochrane
((1979)
1979) concluded that there is a strong correlation between education level and
fertility decline.
The underlying rationale guiding this category of research is that individuals

have the intention and desire to limit their fertility, but they do not have the knowledge
and means to do so (Warwick 1982,
1982,32).
32). In this view, norms,
nonm, values, culture, and
religion are irrelevant to fiunily
femily planning policy (Warwick 1982~
1982,106).
has been
106). As bas
noted,

There's
There’s no mystery about how you stabilize population. You do it by
making contraception available and by improving women's
women’s education
"Education
“Education and employment help to make women more powerful,”
powerful,"
says Amartya Sen ofllarvard
of Harvard University (Elliott and Dickey 1994,
1994,23).
23).
Much of this research is based on Knowledge-Attitude-Practice (KAP)
surveys, in which respondents
respondents- generally women
asked about their knowledge
wom:n - are uked
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o(
o f attitudes toward, and pradice
practice of
o f any type of
o f contraceptive methods as well as
about demographic &cton
factors such as marital status, pregnancy history, and number of

children. Such studies have been conducted in nearly every country with a population
growth problem. The main
mam aim of
o f such research is to measure the motivation and
demand for fiunily
femily planning and to indicate readiness to receive fiunily
femily planning
rlanning

services (Warwick 1982,
35). Some argue that the main ahnofthis
1982,35).
aim of this type of research is
to legitimize family rlanning
planning and to show that a cultural barrier to contraceptive
conbaceptive
methods is not an issue (Warwick 1982, 107).

Family Planning Implementation and Management Approach
The third category of
family planning issues
o f literature and research on femily

emphasizes implementation and the managerial aspect of femily
family planning programs.
Generally speaking, this type of research has
bas attracted two audiences. The first
audience is comprised of bureaucrats, who are interested in knowing and
understanding what actually happens during the implementation process so that they
can determine which facton
factors contn"bute
contribute to achieving the objectives ooff the femily
fiunily
planning program, the constraints within which the program operates, and how to
overcome those constraints. The second audience is social scientists, who are more
concerned with the broader pk.1Ure
picture of the programs, the external and internal factors
that affect program implementation, such as socioeconomic conditions, culture, the
political context, and so on (Mazrnanian
(Mazmanian and Sabatier 1989,
1989,19).
19).
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In this category of riesearcb,
research, attention bas
has been devoted to understanding

different aspects of program performance, focusing primarily on the organjzational
organizational

and managerial functions of
o f the program. Although the predominant P.rnpbasis
emphasis ooff
family planning literature bas
has been on fertility rate determinants, such as
femily
u fiunily
planning outcome measures, little effort bas
has been devoted to organimional
organizational factors.
fectors.
To elaborate, there have nonetheless been a number of
o f studies that have taken
a closer look at fiunily
femily planning implementation in its totality. Several noteworthy
examples more closely related to this research are
“Organization for Change: A
arie "Organimtion
System Analysis of Family Planning in Rural India"
India” (Misra et al
aL 1982), "Population
“Population

Policies and Their Implementation in Eight Developing Countries"
Countries” (Warwick 1982),
"Policy
“Policy Implementation and the Roles of Public and Private Agencies: Family
Planning In Colombia"
Colombia” (Roper 1986), and "Management
“Management ooff Community Distribution
Distnoution
Programs in Bangladesh (Bernhart
(Bemhart and Kamal 1994).

Misra and Colleaaµes'
Colleagues’ Study
There are studies in which the researchers have expressed a profound concern

for organizational performance and function. One group of pioneers in this focus was
Misra and his colleagues, who conducted a comprehensive study of the organizational
structure of fiunily
femily planning in three rural regions ofUttar
of Uttar Pradesh, in India. They

attempted to understand the otganivrtional
organizational dynamics of fiunily
femily planning performance
in a holistic view ftom
from the perspectives of
o f administrators, implementers, and users.
From these researchers'
researchers’ point of
o f view, program performance is the product of
o f the
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interaction of the internal and external
external factors that surround the fiunily
femily planning
pJanmng
organizations. These factors include the socioeconomic, cultural,
cuhural, and political
context, the nature of the o,gani?atin'lBl
family
organizational structure, and the interaction between femily
planning implementers
implemented and users, all of which combined have a significant impact on
family
femily planning orgaui:ntMnal
organizational performance (Misra et al.
aL 1982). Due to the
comprehensiveness and complexity of their research topic, the researchers utili7.ed
utilized the
organi7.ational
organizational model of
o f open-system and systems theories as a ftamework
framework for their
study (Misra et al. 1982,
14-17). They combined quantitative and qualitative methods
1982,14-17).
as a mode fur
for their analysis.
In their chapter entitled 'Determinants
‘Determinants of Performance of the Family Planning
Implementers',
filctors that influence the performance
Implemented’, the researchers
researched highlighted six fectod
of individual family
organimtional
femily planning workers:
worked: program environment; organizational
characteristics (such as the level of
o f supervision, relationships between workers,
salaries, lines of
o f authority); the implementers'
implemented’ backgrounds, qualifications, and
characteristics; the receptivity of the target population; the quantity of the work
performed; and the work styles of &mily
femily planning worked
1982,263workers (Misra et al. 1982,
263299). The researchers
researched used multivariate and stepwise regression as aa mode of analysis
to measure the influence of these factors.
Misra and his colleagues concluded that the limited quantity of
o f work

performed by the family plaiming
planning implementers
implemented is one ooff the major weaknesses
\VC8kresses of the
family planning program (Misra et al.
387). Pillsbury, Kangas, .IIDd
aL 1982,
1982,387).
and Margolis

(1981) and Minkler and colleagues (1983) reached the same conclusion, and report
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that the number of
o f staff hired, the amount of
o f training, and the job description do oot
not
ensure that fiunily
family planning field workers will work in the field as they are supposed

to. Misra and colleagues further reported that although field workers claimed on self
reporting questionnaires that they spend all their work time in the field, their survey on
family planning users shows that only 12.9 percent ofhusbands
o f husbands and 7.6 percent of
wives had ever been visited by family planning workers (Misra et al.
a l 1982,
1982,120).
120). In
addition, other researchers report the same findings in Bangladesh, where more than
half of those eligible for family planning services have not been visited by family
planning field workers {Mitra
(Mhra and Kamal, 198S;
1985; Mitra, 1987; Mia et al.,
al, 1988; and
Mia and Bernhart,
Bemhart, 1988). Some argue that these low visitation rates may reflect an
apparent lack of commitment by family planning field workers. It is argued that low
commitment may be attnbutable
attributable to a lack of financial incentives available for these
workers; the salaries they receive tend to be so low that they are not enough to provide
for the basic needs of the workers'
workers’ families. Thus, the workers depend on other
sources, such ~
as working at a small business during their fieldwork hours (Simmons,
Phillips, and Rahman
Rahman 1984,
1984,216).
216).
However, the research conducted by Misra and his colleagues sutlers
suffers from
certain limitations. The researchers were unable to establish the determinants of
performance of field workers for the family planning programs in India because of
self-reporting and control for the amount oftime field workers actually spent
worker self:.reporting
family planning ~ces
services in the field. Also, the study does not show
in providing fiunily
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enough variation between the categories of
o f clinics that the researchers selected for
their study in Uttar Pradesh.

Warwick's
Warwick’s Study
In addition to the combined research methods utilized by Misra and his
colleagues, there is another line of research that has followed the path of qualitative
research based on personal interviews with open-ended questions and field
observation. One study was conducted by Warwick on fiunily
family planning programs in
eight developing countries - Egypt, Kenya, Mexico, the Philippines, the Dominican
Republic, Hait~
Haiti, India, and Lebanon (Warwick 1982). In that research, Warwick
examined the impact of the social and political environment on family
fiunily planning
implementation in the countries he studied. He argued that "Programs
“Programs that ignore
from the lines of action or are ejected as
their social settings either become isolated ftom

foreign bodies"
bodies” (Warwick 1982, ix). He sought to answer several main questions,
including: "How
“How are (family planning) policies actually carried out?"
out?” and "What
“What
explains the difference between programs that are implemented and those that are
not?'
not?” (Warwick 1982, ix). In his chapters on ‘Organizational
'Orgmimtional Settings: The
Ambivalence of Bureaucracy'
Bureaucracy’ and 'The
‘The Commitment of
oflmplementers’,
Implementers', Warwick
drew general conclusions on the impact of
o f bureaucratic context on program
implementation. He concluded that interagency activity has a significant impact on
program performance. He found that coordination, whether at the internal level - such
as among departments - or at the interorganizational leve~
level, is a strong factor in
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program performance and success
success. Regarding implementer commitment, Warwick
emphasized commitment not &om
from family planning field workers only, but rather &om
from
all within the organiDtion's
organization’s hierarchy, &om
from the top leadership down.

Based on his findings, Warwick formulated an alternative organinmnal
organizational

model to toJHk)wn
top-down bureaucratic structural models for managing fiunily
family planning
implementation, which he termed the 'transitional
‘transitional model.'
model.’ This alternative model
emphasiud
emphasized the interaction between the implementers
implemented and the users of &mily
family planning
through formal and informal channels and top-down and bottom-up lines of

communication. Warwick's
Warwick’s transitional model was drawn from the existing literature
on organization theory (further elaboration on this model in Chapter Five).

Rooer’s Study
Roper's

In her study on family planning implementation in Colombia, Roper conducted
comparison research on two family planning programs: one developed by the
Maternal and Child Health Division of
o f the Ministry of Health, and the other developed
by Profamilia, a private nonprofit o,ganimion.
organization. Her main argument was that the
private fiunily
family planning organimtion
organization was more efficient at managing the fiunily
family

planning program than was the public agency. She reported that she was unable to
draw a conclusive comparison between the performance of the Maternal and Child

Health program and that of Proflunilia
Profamilia due to problems encountered in gathering data.
Roper faced some additional difficulties in comparing physical resources
between the two organil.ations
organizations because there were no Ministry of
o f Health facilities

3S

dedicated solely to providing &mily
family planning services; rather, each center housed a
number of functions related to health services provision. Moreover, some centers

were utilized jointly by both Profiunilia
Profamilia smd
and the Maternal and Child Health Division.
For example, Prommilia
Profamilia at times used Ministry ofHealth
of Health hospitals for surgical
purposes, while the ministry has used some materials belonging to Profiunilia
Profamilia clinics
organizations very
and centers. Such overlap rendered comparison between the organi2:ations

difficult. In addition, Roper did not devote sufficient attention to cultural values or
religion.

Bernhart and Kamal

Focusing on management of
o f community distribution programs
prognum in Bangladesh,

Bernhart and Kamal attempted to identify the attnbutes
attributes and activities that have a
significant impact on the 'high
‘high and low performance'
performance’ of nongovernmental
organiutions
organizations involved in the provision of family planning services, primarily through
community distnoution
distribution projects. The researchers identified a total of
o f 37 variables that
have a significant influence on performance, including organimion
organization size, age, location,

number of staff:
staffi operating environment, home visitation, supervision, decentrali7.ation,
decentralization,
skills, and outcome measures. They found a strong association between good
supervision, decentralimtion,
decentralization, clear objectives, and a highly technically skilled staff'
staff
and higher performance (Bernhart and Kamal 1994,
1994,197-210).
197-210). A study conducted by
Koblinsky and colleagues (1989) reached the same conclusion.
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In summary, large-scale studies such as those conducted by Warwick and
Misra and colleagues are usually very costly and time consuming Ind
and require much

manpower. Their studies indicated that data gathering and analysis were troublesome
because the process required collaboration and accurate reporting of
o f teliable
reliable data by
different government agencies and having sufficient data available and staff accessible
to researchers.
Generally speaking, one main potential problem that researchers may face in

conducting quantitative research in developing countries is that most statistical data
gathering is done by government agencies. In most cases, such statistical datadata particularly those associated with population issues - are likely to be more politically
oriented rather than an actual reflection of the phenomena under investigation. For
example, independent studies on living conditions in Jordan indicate that more than 30
percent of the population fiills
falls under the poverty line, while the 'official'
‘official’ figure is only
22 percent (al-Ra'y
(al-Ra’y 2000). Moreover, the practice of using self:.reporting
self-reporting by staff may
be questionable, because there is no control over the time they actually spend on their

fieldwork. In addition, these studies are too broad and too comprehensive, rendering
them difficult to manage. As Misra and colleagues so succinctly put it, "Research
“Research that
is too broadly cast threatens not only to be theoretically untidy, but to remain forever

incomplete"
incomplete” (Misra et al.
aL 1982,
1982,4).
4). However, these studies provided a significant
contn"bution
contribution toward understanding the dynamics and complexity of
o f fiunily
family planning
implementation and eliciting directions and questions fur
for further research endeavors.
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Having reviewed this body of literature on the performance of govemmental
governmental

and nongovernmental organimtiom
organizations and their role in family planning implementation
in other developing countries, this study considers all the various research findings to
understand the performance of1AFPP
fiunily planning
JAFPP and MOH/MCH in family
implementation in Jordan. The study addresses the internal and contextual variablesvariables such as religion, political culture, and other socioeconomic and organimional
organizational

variables - which are believed to be a major influence on organization performance.
Also, attention is given to the concepts of complementarity and support between

JAFPP and MOH/MCH. It is felt by the researcher that these factors have not been
adequately addressed by previous studies.
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CHAPTER THREE
PARTNERS IN FAMILY PLANNING IMPLEMENTATION

(The concept of) voluntary action is deeply rooted in human
nature and
bumao l18ture
social dynamics, and
... is based on moral commitment and devotion to
and...is
serve the human race in general.
general Voluntary action is a sign of
o f civism
and moral excellence whereby individuals can transcend egoistic and
personal motives. Voluntary work is a latent social force which
manifests itself when a human being is motivated by a sense of moral
duty and compulsion ()PPF
(IPPF 1997b, 6).

This chapter is dedicated primarily to the role of nongovernmental
organiz.ations
organizations in population issues in Jordan. Its orientation was derived from the
existing body of literature and available government documents. The chapter will
open with an overview of the concept and meaning of
ofNGOs,
NGOs, how they developed, the
nature of
o f their relationships with governments, and their involvement in population

issues in Third World countries. Section Two will pick up on the involvement of the

national and international organiDtions
organizations - including UNFP
UNFPA,
~ the World Bank, USAID,

IPPF, and other NGOs - in Jordan's
Jordan’s population issues. The third section will shed
some light on the nature of the collaboration and communication among the national
and international organimions
organizations concerned.

Overview
There is an extensive body of research and publications on the vital role of

NGOs in socioeconomic development, particularly in Third World countries. The
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status of these organiatiom
organizations bas
has become increasingly salient during the last four
decades. Nongovernmental oqankariom
organizations have the capacity to do things that
governments cannot do (Bolling and Smith 1982,
1S4). They have the potential to
1982,154).
reach out to the grass roots, to disadvantaged populations, and can function as a link
between governments and citizens. The number ofbeneficiaries ofNGO
ofNGO services

00 million persom
jumped from l100
persons in 1990 to 250 million in 1993. The amount of
financial aid funneled through NGOs increased from S
$11 billion in 1970 to $7.2 billion
in 1990 (Hunaiti 1995,
4)
1995,4)

The concept of nongovernmental organizations is not a recent phenomenon; it
may be traced back through history to the colonial era in the 16•
l T11 centuries.
16®and 17*
At that time, the European countries encouraged churches and charitable organizations
to take an active role in their colonies in Asia, Africa,
Amca, and North, Central, and South
America
bmic education, promoting
America. The main spheres of
o f activities included basic
1981,297).
Christian ethics, and basic local administration (Stavrianos 1981,
297). After World

War Il,
n , a massive number ofNGOs
o f NGOs became deeply involved in socioeconomic
development in the Third World; they included the World Bank, UNFPA, the

Rockefeller Foundation, the Ford Foundation, and many others.
However, there is no consensus in published literature on the number ofNOOs
of NGOs
operating in the Third World countries. A recent study estimated that over 50,000
NGOs are operating in Asia, Aftica,
80-94). From
Africa, and LatinAmerica(Fisber
Latin America (Fisher 1993,
1993,80-94).
the United States alone, more than 400 private voluntary organizations have been
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engaged in various social activities in developing countries (Bolling and Smith 1982,
154).
What does the term 'NGO'
‘NGO’ basically mean? The concept of nongovernmental
oongovemmental
organization is broadly and vaguely defined; it means different things to different
countries. Originally, the term was coined by the United Nations to refer to those
international organimtions
organizations that were providing technical and scientific assistance to
developing countries - these organizations included UNICEF, UNFPA,
UNFP~ the United
Nations Relief and Works Agency (UNRWA), the United Nations Development
Program (UNDP), the International Labor Organaation,
Organization, the Food and Agriculture
Organimtion,
Organization, the World Health Organization (WHO), and the International
Development Agency (Bolling and Smith 1982, 153). In Western Europe, the term
NGOs refers to European nonprofit organa.ations
organizations that are active in the international
arena (Fisher 1998,
5-6). In the United States, the term 'NGO'
1998,5-6).
‘NGO’ is uncommon; the term
'private
‘private voluntary organimtions'
organizations’ (PVOs) is used. In Jordan, the term NGOs refers to
all charitable and nonprofit organaations
organizations that are involved in economic and social
development; they are sometimes called 'partners
development'. Nevertheless, the
‘partners in development’.
terms NGOs and PVOs have recently begun being used interchangeably.
The proliferation ofNGOs
of NGOs in the Third World and elsewhere can be attn"buted
attributed

to many reasons, first among which is the availability of
o f a tremendous amount of
financial aid from international donors, both at bilateral and multilateral levels. Some
argue that the increased interest in nongovernmental organizations
organimions in Third Work!
World
countries came about u
as a result of the failure
M ure of these countries'
countries’ governments to
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achieve socioeconomic development (Hellinger, Hellinger, and O'Regan
O’Regan 1988,
1988,9999100). These countries are still suffering ftom
from economic backwardness, political

instability, high popuJation
population growth, high financial debt, low know-how and literacy
rates, malnutrition, poor sanitation, and corruption. Many international donors shifted
their emphasis of support ftom
from governments and began funneling
tunneling some of their

financial and technical &s.1istance
assistance through NGOs. Elliot Schwartz argued that NGOs
NOOs
are more effective in building indigenous capacity and implementing small scale
projects than are rigid bureaucratic government agencies (Bolling and Smith 1982,
189).

Second, the rise ofNOOs
of NGOs in developing countries came as a respome
response to high
unemployment and dead-end government jobs. Many intellectuals and professionals
began to form associations, either to create jobs for themselves and others or to
promote altruism with the intent of seeking political office. Many public officials in
Jordan have been elected to parliament or received high-level
highrlevel appointments through
being involved in voluntary organiminns
organizations and altruistic activities.

Section One:
One; GovenmentGovernment - NGO Relatioasblp
Relationship

Despite the philosophical differences between governments and NGOs, in
most cases the relationships between the two sectors are supportive and
complementary. This mutually beneficial relationship may be explained, in part, by
the inherent strengths and weaknesses ofeach sector, and their reciprocal
correspondence to one another. As Salamon once wrote,
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The voluntary sector's
sector’s wealmesaes
weaknesses conespond
correspond well with government's
government’s
strengths, and vice-versa
vice-versa..
organizations are in a better
....voluntary
voluntary otganimions
position than government to personalize the provision of services, to
operate on a smaller scale, to adjust care to the needs ooff clients, rather
than to the structure of government agencies...under
agencies..• under these
circumstances, neither the replacement of the voluntary sector by
fay the
government, nor the replacement of government by the voluntary
sector, makes as much sense as collaboration between the two
(Salamon 1995,
48-9).
1995,48-9).
The underpinnings of their relationship have not been established on an equal
basis. In most cases, the degree of collaboration is determined by government, and

depends on the political context. This is particularly true in Third Work!
World countries,
where government apparati are the main source of power.
In his study on NGOs in Asia, Tandon found that the nature of the NGOgovernment
goverament relationship in the Third World
Work! is largely determined by the government.
He argued that the government bas
has the authority to withdraw an NGO’s
NGO's license,
recognition, and legitimacy (Tandon 1989,
28). These actions may easily be justified
1989,28).
on the grounds of undesirable or unauthorized foreign contact or threat to national
security (Fisher 1998,
48).
1998,48).
However, recent studies have found that the collaboration between government
and NGOs in the Third World
Work! may be strengthening due to two main reasons: first, a
government is willing to initiate cooperation with NGOs when it feels that such
collaboration is not a source of threat to its 111>nopoly
monopoly power; second, the degree of
democratil.ation.
democratization. Studies have shown that NGOs have a tendency to grow 111>re
more
rapidly under democratic systems than under authoritarian systems (Fisher 1998,
1998,484859). For example, in his study on NGOs in the Middle~
Middle East, Kandil concluded that
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NGOs tend to proliferate more rapidly in countries undergoing a democratmtion
democratization
process, as are Jordan, Lebanon, Tunisia, and Egypt, wbereu
whereas NOOs
NGOs are more

charitably oriented or in earlier stages of development in less democratic countries
such as Saudi Arabia and the Gulf States (Kandil 1994,
1994,127).
127).
In political diversity and pluralism, the collaboration between the government
and NGOs becomes a matter of necessity. Government may retain NGOs to do certain
jobs or carry out certain policies that the government cannot This was particularly

true in Jordan: the government turned to the Jordan Association for Family Planning
and Protection to initiate fiunily
family planning services provision. This empowerment
became inevitable when the government found itself embroiled in highly political and
social constraints.

Organizations and Population Issues in the Third World
International Organiutions

International donor organi7.ations
organizations - whether at the bilateral or multilateral level
- have had a remarkable impact on the direction of population policies in the Third
World. These organizations vary in their siz.e,
size, style, and impact. Since the 19605,
1960s, the
mainstream international organizations that committed themselves to population issues
in the Third World include UNFPA, the World Bank, USAID, IPPF, the Ford
Foundation, the PopuJation
Population Council, Pathfinder, UNICEF, and, recently, the European
Union and Japan International Cooperation Agew;y
Agency (JICA).
(llCA). These organizations
stepped in by providing financial and technical assistance, know-bow,
know-how, equipment, and
logistic supplies to those countries burdened with popuJation
population problems. These
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international organmtions
organizations not only have direct involvement with the recipient
governments, but they support indigenous NGOs involved in population issues as well
(Warwick 1982,
44).
1982,44).
It is widely believed that population growth is the main impedirnel'\t
impediment to
sustainable development and the primary cause of poverty and environmental
degradation (Bongaart 1994,
771). It is also feared that population growth in the Tmrd
1994,771).
Third
World may result
resuh in a huge migration of the labor force from underdeveloped to
developed countries, resuhing
resulting in more competition for unskilled labor and creating an
imbalance in the workforce in the industrialized countries. As Henry Kissinger wrote
in his National Security Study Memorandum 200, December 1974,

The political consequences of current population factors in the LDCs
(Less Developed Countries)Countries) - rapid growth, internal migration, high
percentages of young people, slow improvement in living standards,
urban concentrations, and pres.ues
pressures for foreign migration - are
damaging to the internal stability and international relatiom
relations of countries
in whose advancement the U.S. is interested, thus creating political or
even national security patterns for the U.S. In a broader sense, there is
a major risk of severe damage to world economic, political, and
ecological systems and, as these systems begin to fail,
foil, to our
humanitarian values (Kissinger 1974,
1974,10).
10).

However, the purpose here is not to repeat the findings, theories, and
arguments abounding in world population literature, nor to draw global conclusiom
conclusions
about international organization involvement in this dynamic, but to clarify the impact
of these organizations in population issues in Jordan.
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»ad I■tenatio■al
International WGO»
Iavolved in
Jonhi** fa■ily
Family
Section Two: National and
NGO. I■volved
I■ Jorda■'•
Program
Planning Prognm

Family planning program implementation in Jordan is not aa product ooff a sole
particular sector; rather, it is a joint effort including national and international
organizations interconnected in the implementation process cycle. Figure I1 (below)
presents a general overview of the dynamic relationship among the public and private
sectors, NGOs, and international donors in family
fiunily planning implementation in Jordan.
At the top of the figure is the public sector, represented by the Ministry of Health and
the National Population Commission. At the bottom are JAFPP, other indigenous

NGOs, and the private sector. At the right side of
o f the figure lie the international donor
agencies.
As depicted in the framework, the international donor agencies are, in theory,

not directly involved in the implementation process; rather, they funnel then
their
assistance to the government, NGOs, and the private sector. However, in reality these
organizations are indeed involved in defining the direction of implementation through
the terms and conditions stipulated in aid agreements that the recipient governments

sign.
In such a sensitive program as fiunily
family planning, external pressure may bring

about the issue of sovereignty or questions regarding the real goal of the contribution,
contn"butioo,
which may jeopardize
jeopardi1.e the government's
government’s commitment and the program’s
legitimization
program's legitimiDtion
as a whole. In this sense, the international donor agencies walk a tightrope, where
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balance is an extremely critical issue. They have to maintain a delicate balance
between the efficacy of
o f their
then contnlJution
contribution toward population issues and the issues of
of
sovereignty and internal affairs.
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However, to emure
ensure that each agency's
agency’s assistance is utilized according to its
terms and conditions, the Ministry of Health and JAFPP have to maintain separate
~e
records and budgets for each project. Each organiution
organization has
bas its own monitoring and

evaluation mechanisms. For example, UNFPA and UNICEF follow the 'tripartite'
‘tripartite’
review approach: every year, a meeting is held with representatives from
horn the UNFP
UNFPA
A

office in Amman, the executing or recipient organu.ation
organization (MOH or JAFPP), and
representatives from the UNFPA
UNFPA headquarters in New York. USAID utilizes internal
evaluation procedures, without involving executing agencies.
Since Jordan gained its independence from the British mandate in April 1948,
many national and international nongovernmental organimtions
organizations have played an
important role in the country's
country’s socioeconomic development. At the international

level, donor organi7.8tions
organizations involved in Jordan's
Jordan’s population issues include USAID,
American PVOs, UN agencies, the European Union, IPPF, HCA,
JICA, the World Bank, and
others. At the local leve~
level, besides the government and the private sector, the
nongovernmental organmtions
organizations involved include the Noor al Hussein Foundation, the
Queen Alia Fund, JAFPP, The General Union of Welfare Societies, and other small

indigenous NGOs.

USAID
The international donor organintinn
organization with the most substantial impact on the

development of population policies in Jordan is USAID. Since the late 1970s, the
agency's
agency’s mission bas
has expended tremendous effort in advocating and promoting an
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explicit population policy in Ionian.
Jordan. USAID encouraged the government to add
family planning to other health projects finenr«t
financed by the agency. As a USAID mission

country report stated,
The mission's
mission’s overriding strategic objective in population is to m,mote
promote
population K[Owth
growth rate by
bv
a decline in the crude birth rate and natural pgpplatinn
increasing contracepive
contraceptive use [emphasis USAID].
increasin&
To date, in the face of the complex politics of the problem, USAID bas
has
been unable to apply bilateral resources to population activities because
of the Government's
Government’s unwillingness to request asmstance.
assistance. Although
there are incteasing
increasing indications that the GOJ (Government of Jordan)
position on population is in transition toward more openness, the
Mission has
bas bad
had to depend entirely on AID central and regional funding
to support local initiatives
... [mainly JAFPP] (USAID 1986,
initiatives...[mainly
1986,16).
16).

In the last five years, USAID provided an estimated 20 million dollars solely
for activities related to population and fiunily
family planning services. These activities are
grouped into four main areas: "Improved
“Improved knowledge of modem contraceptive
methods",
methods”, "Increased
“Increased availability of family planning services",
services”, "Increased
“Increased availability
and affordability of contraceptive products in the private sector",
sector”, and "Increased
“Increased
system” (USAfJ/~·
(USAID 1§^7),
rationalization of the health financing system"

In addition to USAID, there are several American private voluntary
organi7.atioos
organizations that have been operating in Jordan since the early 1960s. They have
been providing various types of
o f technical assistance to Jordan through partnerships
with local Jordanian NGOs. Their areas of assistance include health, education,
nutrition, and other activities related to population issues and fiunily
family planning. Three
of these American PVOs have field offices in Amman - they are the Catholic Relief
Services, Save the Children Federation, and America-Mideut
America-Mideast Education and Training
Services (AMIDEAST).
(AMEDEAST).
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Prior to 1996,
19%, when the government was not in a polhical
political or social position to
adopt an explicit population policy, USAID funneled
tunneled some of its assistance through
these American PVOs to local NGOs
NOOs and the private sector to support activities
related to population ismles
issues and family planning. For example, through Johns Hopkins
University, in 1984 and 1985 USAID provided approximately $1 million to promote
education campaigns and demographic research in family planning. Also, part of the
assistance was dedicated to upgrading the iostitutiooal
institutional building of JAFPP (USAID
1986,
60). In 1995, USAID funded 266 fiunily
1986,60).
family planning counselors and trained over
430 physicians on IUD insertion and other modern
modem contraceptive methods (USAID
1995,
1).
1995,1).

IPPF

The International Planned Parenthood Federation (IPPF) is one of the largest

nongovernmental organizations in the world in the field of reproductive health,
particularly family planning. The organization was established in 1952 by fifteen
family planning associations. At the present time, the organmtion
organization bas
has m,re
more than ISO
150
family planning association members. The IPPF promotes all forms of family

planning services and their legal availability to all who are in need of them (Warwick
1982,
47).
1982,47).
The IPPF/Arab Region was established in Tunisia in 197S,
1975, and most Arab

family planning associations are atliliated
affiliated with it. The member countries include

so
Algeria, Bahrain, Djibouti, E~
Egypt, Iraq, Jordan, Lebanon, Mauritania, Morocco,
Palestine, Sudan, Syria, T
~ and Yemen.
Tunisia,

The IPPF relies basically on external financing sources such as donations
donatiom and

contnbutions
contributions for its operation. Its main contn"butors
contributors are industrialized countries such
as J
~ Denmark, the United States, the United Kingdom, and others. In 1996, the
Japan,
federation received a total of
o f approximately $107 million. The bulk of these
contn"butions
contributions is usually passed to the family planning associations affiliated with it
(IPPF 1997b
). The annual IPPF contn"bution
1997b).
contribution to the Jordan Association for Family
Planning and Protection is approximately $372.3 thousand dollars (IPPF 1997b, 29).

United Nations Organizations

The main line ofUnited
of United Natiom
Nations agencies involved in population and family
fiunily
planning issues in Jordan were the United Nations Fund for Population Activities, the

World Bank, UNRWA, UNICEF, UNDP, WHO, and others involved in population
activities. For the purpose of this study, three agencies were chosen for analysis:
UNFPA, UNICEF, and the World Bank. These organizations
organimiom differ in their

involvement: some, such as UNFP
A, are directly involved; others, such as the World
UNFPA,
Bank and UNICEF, are not directly involved but their assistance is vitally important.

UNFPA
Since beginning its operation in Jordan in 1976, the United Nations
Natiom Fund for

Population Activities bas
has provided a variety of
o f technical and financial assistance to
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popu1ation
population activities in Jordan. To date, the fund's
fund’s contn1,ution
contribution totals approximately
$16 million extended through four main program cycles. In its first cycle --&om
from 1976
to 1979 - the fund provided support to the Ministry ooff Health to initiate aa training
program for medical and paramedical staff in the provision of
o f maternal and child
health and family planning services. The second cycle, &om
from 1979 to 1985,
198S, was aimed

at increasing the coverage ofMCH/FP
of MCH/FP services based on client request. In the third
cycle (1986-1991), UNFPA
allofwbich
UNFPA fioero-d
financed three projects, all
of which were related to MCH
and family planning services. The main theme of these projects was 'birth spacing by

breastfeeding for twelve months'
A 1991,
51). During the fourth cycle, which
months’ (UNFP
(UNFPA
1991,51).
covered the period of 1992-1997, the UNFP
A assistance concentrated on building
UNFPA
national capacity and increasing access to reproductive health and fiunily
family planning
services.
Besides UNFPA, other international dooororganizatk>os
donor organizations involved in Jordan's
Jordan’s
population issues include the World Bank, World Health Organization, UNICEF,
Japan International Cooperation Agency, several other international NGOs,
NOOs, and the
European Union. In the period 1993-1997, UNICEF allocated $5 million to provide
assistance in the areas of health, education, safe motherhood, child nutrition, control of
diarrheal disease, and immunization. The World Health Organization focused on
heahh
health systems research, primary heahh
health care, training, protection and promotion of
adolescents, occupational safety and health, school health, nutrition, and
environmental health. The World Bank provided loans to the Jordanian government to
support health management, upgrading public health facilities, financial planning, and
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budgeting. The European Union provided support for strengthening the technical
capabilities of the National Population Commission and related advocacy of IEC
lEC
(Information, Education, and Communication) activities and women and development
development.
The Japan International Cooperation Agency recently began providing technical
assistance in population issues in Jordan. In cooperation with the Ministry of Health,
the agency is managing a small project in the south of
o f Jordan that is focused on
women and development and initiating income-generating activities.

Local NGOs in Jordan
A significant number ofNGOs
of NGOs have played an important role in Jordan's
Jordan’s
socioeconomic development. As it stands now, more than 700 local NGOs are legally
licensed in Jordan. The majority is considered 'welfare
‘welfare societies'
societies’ established for
philanthropic purposes, providing services to the needy in rural and urban areas
(UNFP
A 1992; Queen Alia Fund 1994,
2).
(UNFPA
1994,2).

The Jordanian NOOs'
NGOs’ major areas of
o f concern include welfare of children,
mothers, and families, nursery and kindergarten activities, care of the disabled,
orphans, and elderly, education services and vocational training, community
family planning.
development, and fiunily

In general, NGOs in Jordan are constrained by their limited resources. Their
Then
main financial resources are local donations and grants and technical assistance
mistance from

international aid organmtiom,
organizations, government, and the General Union of Voluntary
Societies. The majority of
o f Jordanian NGOs are small, operating only in their own
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local comm.unities
communities or villages. Larger NOOs
NGOs such as the Noor al Hussein Foundation,
the Queen Alia Fund, JAFPP, and the General Union of Voluntary Societies have the

capacity to attract international finvling
funding and to extend their activities to different parts
of the country. In the late 1980s and the 1990s, some of
o f these larger NGOs added a
family planning l:Omponent
m:,re international
component to their activities in order to attract more
funding.
Ahhough
iJ, managing their
Although Jordanian law grants full
hill autonomy to local NGOs in

activities and relations with other NOOs,
NGOs, these organizations must have prior
government approval to receive financial or technical assistance from foreign sources.
However, it is a matter of formality as long as the relations with foreign NGOs or
international donor agencies do not touch on the isme
issue of sovereignty or involvement
in sensitive and politically charged issues such as family planning.
With the exception of the Jordan Association for Family Planning and
Protection, the contribution ofNGOs
iu:tivities is
of NGOs to population and family planning activities
With the end of the Cold War, population issues and family planning
very modest. Wrth

programs in particular became an attractive field for international agencies. Many
nongovernmental organizations in Third World countries added aa family
&mily planning
component to their activities to attract international aid. In the mid-1990s,
mid-l 990s, many
Jordanian NGOs modified their mission to include family planning activities for the
o f attracting external financial resources. These NGOs include the Queen
purpose of
Alia F~
Fund, the Noor al Hussein Foundation, the Arab Women’s
Women's Association, and the

Soldier Family Welfare Society. Many respondents commented that some of these
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organimions
organizations have neither the technical resources nor the expertise to provide such
services.

Development (OAF)
Queen Alia Fund for Social DeveloJ>ment
<OAF)

The QAF was established in 1977 by a royal decree. It is a nonprofit,
nongovernmental organization, governed by aa board of trustees and headed by
Basina. The fund's
fund’s activities focus on local community development, with a
Princess Basma.

special emphasis on women and children. The fond
fund provides its services through
twenty-three centers scattered throughout the country, particularly in remote areas.

The services of these centers include child care, preschool education, services for deaf
and mentally and physically disabled persons, skill training for women in handicrafts
family planning, nutrition programs, income
and home businesses, health education, fiunily

generating projects, and rural development. In addition to these activities, the Queen
Alia Fund hosts the National Population Commission's
Commission’s General Secretariat and

also hosts the Arab Association for Women and
supports its objectives. It uro

Development, the main objective of which is coordinating and seeking a regional panArab approach to women's
A 1992; Queen Alia Fund 1994,
1996).
women’s aes
issues (UNFP
(UNFPA
1994,1996).

fNAF)
Noor al Hussein Foundation CNAfl

The NAF, headed by Queen Noor, was established in 198S. It is a nonprofit,

nonsectarian, and nongovernmental organi:artion.
organization. Its board of
o f trustees is chaired by
Queen Noor. The mission of the foundation "is
“is to promote integrated, socioeconomic

ss
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development."
development.” The fields of
o f integrated community development, education, culture,
children's
children’s welfare, mmily
family health (planning), women and gender equality, and
enterprise have been a major focus of the foundation (Noor al Hussein Foundation
2000,
1). Recently, NAF began providing Information, Education, and
2000,1).
Communication services on health, birth spacing, breastfeeding, home safety, and
family welfare.

General Union of Voluntary Societies
The General Union of Voluntary Societies (GUVS) was established in 1959. It

is a nonprofit, nongovernmental organimtion
organization and is considered the main
mam voluntary
umbrella organization for more than 750 affiliated associations in Jordan and the West

Bank. GUVS is made up of
NOOs.
o f representatives of
o f govemorate and district level NGOs.
Its main sources of funds are: Jordanian charitable lotteries, which were established in
1972 for the purpose of creating a source of income to help small Jordanian NGOs in
their diverse social development programs;
prognum; the charitable piaster (penny) fund, which
citizen donations; and in-kind donation of items such as clothes and
is based on citi7.en
blankets, under the slogan, "If
“If you don't
don’t need it, we do!"
do!” The bulk of these funds is

passed on to small indigenous NGOs. In 1999, GUVS allocated $2,021,000 to 750
voluntary societies in the East and West Banks (United Way International 2000,
1-4).
2000,1-4).
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Collaboration a■d
w d Comm■■latio■
Commaakatioi
Section Three: Collabontio■

One of the major filc:tors
factors impinging on family
fiunily planning implementation in
Jordan is the issue of collaboration and conunnnicatinn
communication among and within the national
and international organiiations
organizations operating within the country. The data gathered

demonstrate that there is much duplication and Jack
lack of coordination among the
organizations involved. Many bilateral and international donor agencies finance
similar or nearly identical project activities. For example, the Japan International
Cooperation Agency is involved with a project that is roughly the same as a project
financed by UNFP
A. As one international project coordinator reported,
UNFPA.

When I came here, I was surprised that there is no network among
donors
....our
our project and UNFP
A's project ahnost
donors..
UNFPA’s
almost collided with each
other because they have very similar components. They selected the
same (geographical) area we are going to get into.
As illustrated in Figure 1, above, international aid flows to governmental and
nongovernmental organizations in different forms of technical and financial
assistance. If these efforts are not rationally coordinated, it leads to confusion,
tension, and duplication - not only in recipient organizations, but in international
donor agencies as well. In this vein, it bas
has been noted that "poor
“poor coordination, weak
communication, and sheer incapacity can bring any social program to a hah”
bait"
(Warwick 1982, 187).

National Population Commimn
Commission

One of the main goals for the creation ofthe National Population Commission
(NPC) was to coordinate the efforts ofall these various national and international
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agencies involved in Jordan's population issues, f:l!&minate
eliminate duplication, and increase
awareness of fiunily
A 1992,
21 ). The goveunnent
family planning (UNFP
(UNFPA
1992,21).
government \)pted
opted for a very
complex structure for the commission, involving multiple governmental and
nongovernmental organimtions
organizations and agencies at all levels. The commission is beaded
headed
by the minister of labor, its members are representatives from the ministries ofbealth,
o f health,

education, planning, information, and Awq.f"(religious
^wg^Xreligious affairs), the departments of
statistics and civil registration, Jordan University, Yarmouk University, Mu'tah
Mu’tah
University, University of Science and Technology, the Armed Forces, the General
Federation of Jordanian Women, the Queen Alia Fund, JAFPP, other NGOs, and the
private sector.
However, the NPC was crippled in two fronts: first, in its own composition; it
is composed of twenty-one members from various governmental and voluntary

agencies and the private sector. Most of its members are at the secretary general level,
with schedules aJready
already loaded with the problems of their own agencies. In addition,

each member has his own organization's
organization’s view ofbow
o f how policies should be implemented.

Secon~
Second, scarcity of resources, an unfavorable environment, and high turnover among
its members, crippled the NPC's
NPC’s momentum for two decades; the NPC bas
has bad
had neither

adequate staff nor sufficient resources to carry out its mandaiie
mandate (UNFPA 1997a, 4).
Alternatively, the UNFP
A bas
UNFPA
has made attempts to coordinate among these donor
agencies; some small meetings have been held,
hel~ but not all donors were invited. As
one international representative complained,

SI

I am a project leader, but I wasn't
wasn’t invited. Messages never reached me,
so I always feel uncomfortable. This is happening not only at high
levels; it extends to the field level as well
••.with the Queen Alia Fund,
well...with
there is an EU project and a BCA
JICA project and a USAID project, but the
don’t coordinate with each other. There are no channels of
projects don't
communication.
Since its formation in 1973, the commission was not in a position to formulate
national population policies. It was only recently that the NPC composed a population
policy; it was adopted by the government in June 1996. The policy was built on seven
main domains: reproductive health, population information and communication,

women and developmen~
development, education, labor force, environment and natural resources,
and housing. However, up to the present time, many administrators reported that these
domains have not yet been translated into plans of
o f action, nor have quantitative
objectives been identified for each participant agency
agency- whether governmental,
nongovernmental, or private sector -• to achieve.

Summary
The discussion in this chapter concentrated on the role of nongovernmental

organizations in population prognum
programs in Jordan. It was clearly demonstrated that
family planning program implementation is not a unilateral effort but rather a product
of multidimensional efforts involving national and international organizations.
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CHAPTER FOUR
METHODOLOGY

Methodology may be defined as a set of
o f standardized procedures that
deliberate investigators follow to evaluate or understand a particular theoretical
construct. These procedures require ''well-articulated
“well-articulated hypotheses and their systematic
testing'';
testing”; ''precise
“precise measurement and operationalmtion
operationalization of concepts";
concepts”; "careful
“careful
observation by publicly checkable methods";
methods”; "sophisticated
“sophisticated and rigorous conceptual
structure, and great insight";
insight”; and "shared
“shared paradigms"
paradigms” (Gellner
(Geliner 198S).
1985).

Based on its conceptualimtion
conceptualization and organimtion,
organization, the existing methodology
literature may be classified into a variety of
o f methods, including statistical
(quantitative) methods, field survey techniques and case studies (qualitative),
snowballing, content analysis, and ethical questions in research design. What
differentiates scientific research from nonscientific research is the level of
consciousness and systematic and objective observation. The ultimate goal is to
identify the logical patterns of regularity or persistence in the phenomena we are
studying (Babbie 1994).
This study was conducted based on both qualitative and quantitative research
methods in order to capture the variation between the performance of the two fiunily
family
planning programs under study: one program is implemented by the Ministry of
of

Health Department of Maternal and Child Health (MOHIMCH),
(MOH/MCH), and the other is
implemented by the Jordan Association for Family Planning and Protection (JAFPP).
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Although a dichotomy between the two research methods persists (Marsball
(Marshall and

Russman 1995), this research empbasit.es
emphasizes the complementarity between the two.
To avoid the limitations inherent in each method, different sources of
information and multiple research methods were used whenever possible.
posstble. The
combination of different research method techniques in data collection allowed for
multiple perspectives in looking at the role and performance of governmental and
nongovernmental organimions
organizations in managing and implementing family planning
programs in Jordan. In addition, the utilization of different research design methods in

a sensitive and complex research such as this improves the level of validity and
reliability of the collected data (Gordon 1980). The organizational
organii.ational differences that
exist between the Ministry of Health/Maternal and Child Health and the Jordan

Association for Family Planning and Protection were also explored.
However, due to the nature of this research, mote
more emphasis was given to
qualitative research design, which can capture the underlying values of culture,
religion, and socioeconomic dimensions that quantitative methods miss. In mmily
family
planning research, most quantitative data is acquired through surveys of knowledge,

attitudes, and practice (KAP). ICAP
KAP allows respondents - in most cases, women, to
respond to a set of questions about their knowledge oot:f attitudes toward, and practice
of matters related to family planning.
In traditional, conservative societies such as Jordan, citizens
citi7.ens are not exposed to

the concept of objective, value-free scientific research or to sharing their personal and

private lives with outsiders. They are not familiar with the idea of meeting with a
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stranger, such as an interviewer, who arrives unanmtmeed
unannounced - because most Jordanians
have no telephone - and, after only a briefexplanation of bis/her
his/her work, begins to ask
structured questions about the most sensitive aspect of their lives. In Jordanian

society, "the
“the group is more important than the individual, and sometimes the
interviewees give the answer they know society expects of them"
them” (Rbeihat 1997). As
Ajami writes, "'We
“We are taught not to air fiunily
family matters that we glimpse. And besides,
the public inheritance (is) more important"
important” (Ajami 1998,
1998,25).
2S).

In this setting, the data collected by KAP surveys may be nothing more than
meaningless numbers unreflective of
o f objective reality. Facts do not always speak for
themselves. Numbers may descnl,e
describe an event or phenomenon, but they cannot descnoe
describe
why it occurred. This is not to undermine the value of quantitative research and its
contribution to scientific knowledge, but in such a semitive
sensitive area as fiunily
family planning,
quantitative methods would miss the contextual setting. In most social settings, reality
is 'socially
‘socially constructed',
constructed’, which makes qualitative research more suitable for capturing
a broader reading of the social context and enables a closer look at social life, action,
and interaction so that they may be better understood. As perhaps best put by Rorty:
he noted that from the moment ofbirtb,
of birth, humans construct webs of beliefs, values, and

sense perception.,
perceptions that vary from person to perso~
person, and which are the basis of self and
reality, and we interpret the world through these webs. Such webs can be viewed as a
historically situated context (Rorty 1991).
Moreover, qualitative research is also most appropriate when one seeks to
understand the interaction between the government and the third sector (nonprofit
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organimtions)
organizations) and how their strengths and weaknesses correspond to and complement
each other in such a socially and politically sensitive environment.
The research employs a case study format, targeted to explore and elaborate

the performance of governmental and non-governmental organizations and their role
in the management and implementation of family planning programs in Jordan. The

study was conducted during the period of July through October 1998.

From the beginning, it was important to recognize
recognu.e the complexity of this study.
The two organimtions
organizations under investigation are diverse in terms of
o f their philosophy,
sire,
size, organiz.ational
organizational structure, and process, which renders covering all aspects of their
activity almost impossible.

Research Hypotheses
ResearchHypotheses

Hypothesis I: Although the two organimions
organizations operate in the same
socioeconomic and political environment and deliver the same family planning
services, they have different opportunities, capabilities, and constraints. The
two organiz.ations
organizations have different environmental responses and adaptations.
11: Being a nongovernmental nonprofit organization, JAFPP
Hypothesis II:
should have the ability to cope with its diverse and changeable environment
and thus out-perform the Ministry of Health in implementing the fiunily
family
planning program.
Hypothesis m:
HI: It is expected that the relationship between JAFPP and the
Hypotbsill!
Ministry ofHeahh
of Health Department of Maternal and Child Health/Family Planning
is cooperative and complementary, rather than competitive. This is due to the
o f their strengths and
fact that their relationship reflects the complementarity of
weaknesses; that is, the strengths of
o f the Ministry of
o f Health conespond
correspond to the
weaknesses of JAFPP, and vice versa.
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Research Ouestions
Questions

This study examined the performance of
o f governmental and nongovernmental
organizations and their role in family planning program management and
implementation in Jordan. One of the main goals was to understand what internal and

external variables influence the variation that exists between the two organiumns
organizations and
their performance in delivering fiunily
family planning services.
Specifically, the research addressed the following questions:
1) How do JAFPP and MOH/MCH manage and implement their fiunily
family
planning programs in Jordan?
2) Do they vary in their management and performmce?
performance? If so, how,
bow, and what

external and internal variables influence this variation?
3) Should the family planning programs in Jordan be implemented by a
governmental or nongovernmental otganintion,
organization, or by both? If by both,
what role does each play, and is their relationship competitive or
collaborative?
o f Analysis
The Unit of

The unit of analysis for this research was the clinics/centers
clinks/centers (throughout this
research, 'clinics'
‘clinics’ refers to the JAFPP clinics, while 'centers'
‘centers’ refers to MOH health
care centers) of the two organimtions
organizations under study that deliver family planning
services, their individual staff members, and administrators.

Site Selection

The study was conducted within the greater Amman area
uea (see Appendix A).
This location was chosen for several reasom.
reasons. F~
First, close to 40 percent -
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approximately 1.8 million persons
- of Jordan's
persons-of
Jordan’s total population ((4.6
4.6 million) live in

Amman, the capital city (Table 11).
). Ahbough
bigbly urbanized city, it
Although Amman is a highly
also represents slices of the social characteristics of Jordanian society as
a., a whole, with

populations of different socioeconomic characteristics: from the highly urbanized and

educated to a low-income agrarian population (Ciriaci 1997,
1997,2).
2). The west part of the

Table 1
Number of MOH Health Care Centers (HCC) and Population Siz.e
Size Served
By Area in Jordan, 1997
Percent ofTotal
o f Total
HCC
Area
Popnlatjnn.
Population
Population
PQpulation

50
Amman
Zarqa
26
Irbid
35
Balqa
23
Karat
Karak
38
Jerash
12
Mafraq
14
Madaba
12
Ajloun
15
1S
Aqaba
7
Ma’an
Ma'an
8
Ramtba
Ramtha
10
N.Ghor
N.Gbor
6
Kourah
13
N.Badiah
4
Tafileh
14
Kinanah ts
15
Bani Kimnab
DeirAla
7
7
S.
Shonah
S.Sbonah
Totals
316

1,
1SS,793
1,755,793
38.2248
711,100
1S.4811
15.4811
SI
1,455
511,455
11.1347
226,044
4.9211
188,594
188,S94
4.1058
137,100
2.9848
117,894
2.S666
2.5666
114,504
114,S04
2.4928
104,895
2.2836
88,697
1.9310
88,352
l.9235
1.9235
88,100
l.9180
1.9180
82,452
82,4S2
1.7950
79,456
l. 7298
1.7298
73,900
1.6089
69,944
1.5227
l.S227
69,195
1.5064
l.S064
48,503
1.0559
1.0S59
37.352
.8132
37,3S2
4,593,330
100
Source: Jordan Ministry ofHeahh
of Health 1998,
1998,77
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city is primarily upper and upper middle class, while eastern Amman
Amman is a low-income

area. There are seven Palestinian refugee camps within the city. As one Jordanian
sociologist observed, "From
“From Abdoun {an
(an affluent residential area) to Jabal al
ai Nuzha
Nuzba
(an impoverished area), the city of Amman features more than 20 different
socioeconomic communities"
communities” (Rbeibat
(Rbeihat 1997). A recent study conducted by UNICEF
on living conditions in Jordan in 1997 ranked greater Amman
Amman number one in terms of
the number offiunilies
of families living in abject poverty (Jordan Times 1997c).
A second reason for conducting this research in Amman is that the two

organizations under study have enough centers and clinics within the city to be
comparable in terms of their performance. According to World Bank documents on

Jordan, health facilities in Amman are at a higher standard than those in other cities
and villages in the country, in terms of
o f equipment, filcilities,
facilities, staffing, and linkages to
multiple heahh
health resources (World Bank 1997b, 6). Moreover, the facilities for
maintenance and repair of sophisticated medical equipment are located in Amman
Amman.
Thus, the JAFPP clinics and MOH centers under study should not suffer from
infrastructure or human resources problems, which can be major impediments to good
performance.

Third, most international donor organil.ations,
organizations, such as the United States

Agency for International Development (USAID), United Nations Fund for Population
Activities (UNFP
A), Japan International Cooperation Agency (JICA), and United
(UNFPA),
Nations Children's
Children’s Fund (UNICEF), are located in Amman.
Amman Appropriate
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representatives of these o,ganimtions
organizations were interviewed in order to obtain their views
on the implementation of the two family planning organizations.

Sample Selection
Twelve clinic/centers were selected as a sample for this study; five clinics were
from JAFPP, and seven centers were ftom
from the MOR
MOH. The sample was unevenly
distnbuted
their respective si7.es.
distributed between the two organi7.ations
organizations due to then
sizes. Sampling was
accomplished through obtaining the list of all the centers/clinics belonging to the
organizations.
The Jordan Association for Family Planning and Protection has 18 clinics and
two mobile clinics scattered throughout the kingdom, five of which are in the greater
Amman area. The Ministry of Health has 316 health care centers in the country - with

25 centers in greater Amman area - that provide full family planning services
including intrauterine devices (IUDs), the contraceptive method most in demand (60
percent) in Jordan (JAFPP 1996). Before 1994, only four ministry health care centers
provided IUDs.
The ministry has three types of
o f health care centers: comprehensive, primary,
and peripheral
peripheral. The 41
41 comprehensive health care centers are situated in modem
modern

buildings, are relatively well equipped - including x-ray, ultrasound, and laboratory
equipment, and have medical specialists. The 323 primary health care centers
emphasize preventative health care, treatment of minor illness and injury, maternal
and child health, and family planning. Peripheral health care centers (274) are usually
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very small, staffed by only one physician and one nurse, and provide only basic health
care and treatment in rural areas.
Due to this variation among the ministry's
ministry’s health care centers, a stratified
sampling technique was adopted. First, a list was compiled of all the comprehensive
health care centers in the greater Amman su-ea.
area. Second, a list was compiled of all the
primary health care centers in the greater Amman area.

From these two categories, seven health care centers were selected based on
the criteria of location, availability of
o f fiunily
family planning services including IUDs, and
availability of information about fiunily
family planning services delivery, such as monthly
and annual reports which include numbers of users for the years 1992-1997. Based on
these criteria, the MOH/MCH sample consisted of four comprehensive health care
centers (Princess Basma, North al Hasbemi,
Hashemi, Abu Nseir, and al Hussein) and three
primary heahh
health care centers (Marj
(Maij al Rammam,
Hammam, East al Weibdeh, and Wadi al

Hadadeh). Those centers that did not provide IUD services or proved to have weak
performance in comparison with the other ministry centers within the greater Amman
area were excluded from the sample. These exclusions were made to avoid bias of
selection and to ensure neutrality of the researcher with reference to the two
organiz.ations
organizations under study. The peripheral health care centers were excluded because
they are beyond the geographical area of this study and do not provide fiunily
family planning
services. These centers refer patients to the closest primary health care center when
more services, such as family planning, are needed.
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Wrth
With regard to the Jordan Association fbr
for Family Planning and Protection,
sample selection was much simpler and mote
more straighttbrward
straightforward because the association
bas five clinics in the greater Amman
has
Amman area and all five meet the criteria utilized above.
Therefore, all of these clinics (Asbrafiyeb,
(Ashrafiyeh, al Hussein, Mahatta, Qweismeb,
Qweismeh, and Wadi
al Seer) were included in the sample. Sim,
Since little variation exists among all

association clinics throughout the country - they have the same number of staff:
staff, allall
female, the same supply systems, and the same standard medical procedures - the five
clinics selected are a good representative sample of the total of 18. AJso,
Also, the five
clinics selected record a high level of performance in comparison with the other 13
clinics elsewhere in the country.

Data Collection
A variety of data and information was obtained from various sources,

including a review of secondary data, nonparticipant observation, and interviews with
key informants such as policy makers, high-level administrators, medical and
paramedical staff;
stafij and those identified through 'snowball
‘snowball sampling'
sampling’ - a method in

which the researcher asks one participant to recommend others for interviewing
(Babbie 1994,
303). Cemus
1994,303).
Census data, government docmnents,
documents, field notes, and

observational reports all were utiliml.
utilized. The use of multiple sources ofinfbrmation
of information
with cross-checking of
o f data obtained during the interviews enhaocecl
enhanced the validity and

reliability of the data collected and heightened understanding of how fiunily
family planning
services are delivered in the two organimtiQns
organizations under study.
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Interviews

Interviews with open-ended questions allow the gaining
gaming of insights and a more
in-depth understanding of the views of various key players. Interviews are very useful
tools to explore and understand the phenomenon under study, because interviews with
open-ended questions provide the flexibility to adjust data collection techniques to the
situation at band
hand and to ask more questions. This allows an approach to sensitive
topics, exploration of topics with comprehensive detail, and the following of leads that
emerge in formal and informal conversations. The ultimate aim is to make research
that is grounded on the experience and perceptions of those who are involved in the
management and implementation of family planning programs.
Those who were interviewed for this research (see Table 2, below) were high
level administrators, medical professionals, nurses, midwives, social workers (family
planning educators), and logistical staff of
o f the two organizations under study. In
p1anning

addition, interviews were conducted with officials from other Jordanian agencies,
including the National Population Commission, Department of Statmtics,
Statistics, and Ministry
of
ofPlanning
Planning and from international donor agencies - specifically, USAID, UNFPA,
UNFPA,
JICA.
UNICEF, and HCA.

Informal conversational interview techniques, based on spontaneously
generated questions were used with upper-level administrators in the government, the
representatives, and the executive management of JAFPP. SemiSemi
international donor representatives

structured interviews were used for the heads
beads of clinics/centers,
clinics/centers.. paramedical staff such
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as nurses, midwives, fiunily
family planning educators - who are called ~social
‘social workers’
workers' - and
the receptionists and some fiunily
family planning users (See Appendix E).
Table2
Table 2

Organimtional
Organizational Affiliation, Position, and Gender
Of Interview Respondents (N=60)
Number of Respondents
Organization
Oraanimtion
Male Fema.l~
ofHaltll
Health
Ministry or
- High official
3
1
- Medical professional
8
7
- Midwife
-Midwife
3
- Logistics support
1
(Subtotals)
11
12
JAFPP
- High official
- Medical professional
- Social worker
- Logistics support
(Subtotals)
Govt Agndes
Agencies
Other Gem.
- High official
Int’LDoaor
Donor Orp.
Orgs.
lnt'L
- Representative
Clients
Totals
Totab

Total
4
IS
15
3
I1
23

Percentage of
Iotal Interviews
6.67
25
2S
5
1.67
1.62
3 8 J4
38.34

s

2
•

-

2

9
4
1

9

2

14

16

26.67

3

1

4

6.67

5

7

10

18

10
42

11.67
16.67
100%

(300/4)
(30%)

(700/4)
(70%)

2
-

4
1l

60

3.33
15
1S
6.67
1.67
}.67

As shown in Table 2, the total number of individuals interviewed was 60,

distributed as follows: 23 (38.34 percent) from the Ministry ofHealth,
of Health, 16 (26.67
percent) from JAFPP, 4 (6.67 percent) from other government agencies, 7 (11.67

percent) from international donor organmtions,
organizations, and 10 (16.67 percent) fiunily
family
planning clients. Ten (16.67 percent) of
o f the respondents were high level official staff
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from JAFPP, the Ministry of
o f Health, and other gowmmental
governmental agencies, 40 percent
were medical professionals, and 11.67 percent were midwives and social workers.
Two respondents were logistics support stafI
staff Overall, 70 percent ooff the respondents
were female and 30 percent were male.
As indicated in the table, the sample is unevenly distn'buted
distributed between the two

organi7.ations
organizations due to the vast difference in their size: the total number of Ministry of
Heahh
Health employees is approximately 19,000 (World Bank 1997), while JAFPP has
bas only
106 employees.
In both informal and semi-structured interviews, supervisors at different levels
in the two organimtions
organizations were asked open-ended questions not only about their own

responsibilities but also about their
then subordinates, their
then: perceptions of their
organi7.ation's
organization’s performance, the performance of primary and comprehensive health
care centers and clinics, as well as the best way to improve their
then organimtion's
organization’s
performance. They were also asked questions about the role and involvement of other
departments in fiunily
family planning management and implementation.
Because of
o f the large dimension and complexity oftbe
of the Ministry of Health, one

area of inquiry was the priority and position of the family planning program relative to
other health care delivery services within the ministry, and the extent to which this
priority and position affects the performance ofthe program. Related to this,
questions were asked about the ministry's
ministry’s commitment to the family planning
program. In addition, queries were made about who participates in the program’s
program's
decision-making proces.,,
process, which directorates are involved in its implementation and
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what the responsibilities ofeach are,
ate, the relatiombip
relationship among these directorates, and
how these decisions are trammitted
transmitted to the health
heahh care centers. Attention in these

interviews was also given to the political dimemion
dimension of family planning ~ces
services
delivery; that is, the experience of the two organii.ations
organizations with client views of the
program in light of the Ara~Israeli
Arab-Israeli conflict, international donor agency subsidy, and
socioeconomic dimensions such as cultW'e,
culture, norms, religion, and economy.
Data were gathered ftom
from nurses, MCH doctors, and midwives about their
background, experience, qualifications, recruitment, the amount and length of
o f the

training they received in their respective organization, their approach in contacting
family planning users, and bow
how they deal with issues such as rumors, culture, and
religion - which are considered barriers in family planning
planoiog implementation. Also,
questions were asked about their view of
o f their clinic/center in terms of
o f family planning
services delivery and their relationships with their supervisors. Gadiering
Gathering as much
information as possible ftom
from this level of
o f respondent was vitally important, because it
was felt that these respondents are closer to the actual reality ofthe organization's
organization’s

performance than any other actors involved in family planning services delivery. It is

the family planning staff who really know whether their program is working. They
know what type of services and methods clients prefer, and they know the actual life
of the program because they live with it daily during their own workday.

In addition to these questions, the heads of the clinics/centers and other
supervisory staff were asked about their qualifications, supervisory responsibilities,
their autonomy and authority in decision-making, their authority over their
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subordinates, budget, their relationship with the Directorate of Health and the
Department of Maternal and Child Health, the availability of
o f contraceptive methods,

equipment for fiunily
family planning, and the nature of the physical infrastructure of
o f the
center or clinic. Questions were also asked about the history of the two fiunily
family
planning programs and how they were developed over time.
Some of
o f the respondents were interviewed more than one time, due to the
amount of information they have about fiunily
family planning services delivery in Jordan,
and also due to their hectic schedule which did not allow the first interview session to

cover ail
all the information needed.
In the snowball sample technique, respondents were asked at the end of most
interviews if they could identify another potential respondent involved with or
knowledgeable about Jordan's
Jordan’s family planning programs.
At the client levei
level, situational analysis techniques were utili7.ed.
utilized. These
instruments measure client-provider interaction through direct observation and client
interviews outside the center or clinic, after she received health services (Fisher et al.
al
1992). Ten clients were interviewed to measure their perceptions about the fiunily
family
planning services they received from the Ministry of Health and the Jordan
Association for Family Planning and Protection. Of the total sample, five women
were interviewed outside of
o f three JAFPP clinics - Jabal al Hussein (2), Mahatta (1
(1),
),
and Ashrafiyeh (2), and five women were interviewed outside of four ministry health
care centers Marj
Hamman, (2), Abu Nseir (1
Maij al Hammam
(1),
(1),
), al Hussein (1
), and Wadi al
Hadadeh ((1).
l ). All respondents were within reproductive age, ranging from 20 to
to 44
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years. Forty percent of the respondents reported that they bad
had completed primary
schoo~
mmried. The
school; the remaining 60 percent bad
had completed high school All were married.
respondents were asked some general questions -• how
bow they know about this clinic
clink or
center, why they chose it, what they think about MOH family planning service
delivery vis-a-vis
vis-d-vis that of JAFPP. In Jo~
Jordan, it is socially and culturally inappropriate
for a male, such as the researcher, to ask more personal and sensitive questions - such
as choice of contraceptive method - to female clients.
It was observed that the fiunily
family planning clients - all women - appeared to be
reluctant to make critical statements about the services delivered by both
organil.ations'
organizations’ facilities or about the services they received. This hesitation may be
attn'buted
their comments
attributed to several reasons: first, a lack of trust; they may fear that then

will be disclosed to clinic/center staff:
staflj and thus be held against them when they return

to the facility; second, as in the case of other developing countries, Jordanian citizens
- particularly women - have only recent experience with democracy, where
individuals are accustomed to publicly criticizing authority and public institutions;
finally, low levels of
o f expectation in terms of what is offered in these centers/clinics,
centers/clinks,
due to limited experience with different qualities of service.

Observation
No matter how much research has been done about fiunily
family planning

management and implementation of service delivery in Third World countries, there is
no better way to know and understand the subject than to observe bow
how these services
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are actually delivered. Observing the interaction of &mily
family planning staff and users
within their social context
contact provides a good opportunity tbr
for more understanding of the

phenomenon at hand. Action and belief are not fully
folly understandable unless observed
in context (Sjoberg, Wi1Jiams,
Williams, and Vaughan 1991).

In qualitative research, the researcher him- or herself becomes the instrument
of data collection by being present at the site and observing the interaction and
activities of the daily work of the fiunily
implementers. Regardless
family planning implemented.
Regardlea whether
this presence is brief or long, intrusive or nonintrusive, but personal, this is one of the
main premises of the qualitative method paradigm (Locke, Spirduso, and Silverman

1993).
Visits to the selected clinics/centers that belong to the two organizations were

based on a fixed schedule and advance appointments. Prior to the formal appointment
for interviews, a courtesy visit was made to the central office of
o f the JAFPP and the
Department of Maternal and Child Health and the Directorate of Health so as to

become acquainted with the high level management and administration. A token gift
was offered to aid in establishing good rapport and building trust, thus leading to

better and more information and recorded data.
Other data collected on site included monthly and annual records, which

showed the number of users, the distn"bution
distribution of contraceptive methods, and the types

and percentages of
o f methods distnouted.
distributed. Extensive notes were also maintained about
the physical inftastructure
infrastructure (building, furniture, offices, waiting rooa,
rooms, posters,
examination rooms, available equipment), and client procedures - especially
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com:eming
concerning rights such as privacy, confidentiality, autonomy, and respect in both
organizations. In addition, statf
staff interaction and their relationship with their
supervisors were observed.
At the MOH/MCH heahh
health center leve~
level, all daily and monthly reports were
handwritten due to a lack of computerization. Some data were archived in a storage
room full of dusty old files. Moreover, access to that storage room was restricted; it
required the special permission of
the general director of the health department. In
ofthe
contmt,
contrast, at JAFPP all data were computeril.ed
computerized and easy to obtain at the central office.

In most interviews, the respondents were eager to participate to share - albeit
sometimes with reservations -• their views, perceptions, and feelings about their daily
work, their complaints, and their frustrations. They were most willing to show how
family planning services are actually delivered in their clinic or center. However, the
degree of willingness varied from one line of authority to another. For example, at
JAFPP the administrators were very concerned about client privacy and
confidentiality, particularly since more than 99 percent of the clients were women. At
the clinic and center tevei
level, the medical professionals and staff,
staff; who daily have direct
contact with the clients, were less rigid about observing and asking questions of family
planning users - of course, only after the client bad
had given her permission.
All the data gathered in these formal and informal interviews and nonnon

participant observation were used to validate the views and perceptions of the
participants regarding all aspects of fiunily
family planning services delivery at the Ministry
of Health and JAFPP. In addition, all responses were validated by other responses in
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the same event. Generally speaking, a greater number of interviews, more
observations, and more data collection increase the level of
o f accuracy and validity of
the information collected. Also, the variation in staff responses reveals differences in

opinion and perspective about how the two organimtions
organizations under study perform. The
significance of these variations in opinion and pe1SpeCtive
perspective is not the number of
respondents who hold respective views, but rather the &ct
fact that these variations exist
(McCracken 1988).
It is worth noting that the majority of interview respondents, with the exception
of high level administrators, were not touched by or exposed to qualitative research. It
seems they are not accustomed to having a researcher meet with them, nor are they
accustomed to sharing their real feelings. For them, it is unusual for someone to visit
their clinics/centers for research purposes. For instance, on more than one occasion,
when arriving for an interview appointment with the head of a clinic or center, that
person would call other staff to attend the interview or, if
ifaa visitor or friend
ofthe
mend of
the head
were present, he or she would attend the interview. As a result, when a question was
asked of the intended respondent, more than one person replied at the same time.
Such responses were sometimes complementary, sometimes contradictory.
In this context, an adjustment was made in the interview, moving from a one-

to-one format to that of a 'semi-focus
‘semi-focus group',
group’, allowing all those present to express
their perspectives without interference. In this setting, it is impossi"ble
impossible to secure
complete privacy. The problem in this quui-public
quasi-public interview setting, the respondent
is very likely to fall
Ml under the pressure and influence of
o f others present in the interview,
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to the effect that be
he or she presents a view or opinion comistent
consistent with and acceptable to

the social and official norms ofbis/ber
al 1982,
44). hi
o f his/her organimion
organization (Misra et aL
1982,44).
In a

hierarchical organimtion
organization such as the Ministry of Health, with a top-down line of
authority, people are primarily concerned about losing their jobs (Jordan has an
unemployment rate of more than 23 percent).
At the end of such an interview, a second visit was arranged m
in order to have a

separate interview with the head of
o f the clinic/center. The second interview protocol
was modified so as to validate and verify what had
bad been discussed in the previous

interview and to ask new questions.

Responses were affected by the sensitivity of the questions. Even though the
interviews were informal and more conversation oriented, some respondents particularly the middle and high level administrators - gave responses that were
formal, cautious, and formed with carefully chosen words. Respondents tended to

emphasize the positive outcomes and good performance of their organizations. They
were somewhat suspicious about the motives of the researcher, or ~
suspected
he
e d that be
was a part of the central management or donor agency inspection team. For example,

some respondents were aware that their clinic/center had
bad not been performing as hit
should have, and were somewhat defemive
defensive in response to questions about their
clinic/center's
clinic/center’s performance.

In one-to-one interviews with respondents at lower levels, such as medical,
paramedical, and logistic stan:
staff some respondents tried to take advantage of the

interview to make use of a perceived available opportunity. For example, they
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exaggerated the negativity of
o f their own particular situation perhaps, in their view -• to
please the researcher, then at the end of
ofthe
if he would
the interview asked the researcher ifhe

do a favor for them by asking high level management to transfer them to a center
closer to their home. They gave the impression that they believed the researcher had
the ability to do so.

Ethical Issues
The study procedures brought no harm to the respondents. Assurances were
given to all respondents that confidentiality would be protected. Also, for further
assurances, informed consent was obtained from all respondents.

Instrument
Audiocassette recordings of most of
the interviews were made. Such
ofthe
recordings allowed for a DK>re
more socially oriented approach to the respondent and

reduced the risk oflosing
of losing any views or opinions expressed by the respondent.
bas its own disadvantages and limitations. Sometimes
However, a tape recorder has
technical difficulties with the recorder occurred - a battery problem, no close power

source, and so forth. Also, the need to change or tum
turn over a cassette tended to briefly
distract the respondent. In addition, some organizations - such as foreign embassies -

do not allow electronic or electrical devices to enter their ficilities
facilities for security
reasons. Another problem is that some respondents do not feel comfortable or secure

being taped by an outsider, particularly when bureaucratic limitations were

>0
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encountered. In many oqaniwions
organizations such as the Ministry of Health, permission is not
given for outsiders to have acceu
access to the organization's
organization’s premises or data without
official written permission ftom
from high-level administration. In this regard, the Ministry
of Planning issued a letter of recommendation for the researcher and requested that the
Minister of Health provide all courtesies to the researcher.
All the interviews were conducted in Arabic, with the exception of those with
the representatives of
o f donor agencies. The interviews were transcribed,
transcn1,ed, then translated

from Arabic to English. Field notes and observations were recorded in Arabic, then
translated to English as well Through the transcription process, themes and meanings
were identified among the puzzle pieces, which is the first step in qualitative data
analysis technique (Lofland and Lofland 1994).

In sum, this study was based primarily on qualitative data. It follows a casecase*
study forma~
format, targeted to explore and elaborate the performance of governmental and

nongovernmental organizations and their
then role in the management and implementation
of family planning programs in Jordan.

Rep~oduced
the
Reproduced with permission of
o fth
e copyright owner. Further reproduction prohibited without permission.
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CHAPTER FIVE
CHAYl'ERFIVE

THEORETICAL FRAMEWORK
The body of literature on policy implementation has
bas grown substantially
during the last three decades. It has emerged as a topic of
o f interest for students of

politics and policy process in both the West and the Third World. The topic captures
attention because of the dearth ofknowledge
o f knowledge on how much change occurs in policy
during implementation. Prevailing research provides us with evidence that a wide

range of variablesvariables - ranging from availability of
o f resources, structure of the political
system, intergovernmental relations, clarity of goals, commitment of officials,

socioeconomic conditions, and many others - can change policy goals and objectives
during actual implementation (Grindle 1980,
3; Pressman and Wildavsky
Wtldavsky 1973;
1980,3;
Bardach 1977; Williams and Elmore 1976; Prottas 1979; Nakamura and Smallwood
1980).

While there has been a considerable amount of
o f research and case studies on
implementation in the last two and a halfdecades, contemporary organiwional
organizational
theories unfortunately do not provide us with a single and unified theory to explain the
implementation process; rather, there are a collection of theories from different
disciplines: sociology, psychology, and political science, each portraying and
emphasizing different features and giving different views from their own lens of
of
organi7.ational
organizational behavior. These theories sometimes contradict each other, overlap, or
complement each other. When Pressman and Wildavsky
Wtldavsky published their book
Implementation in 1973, they asserted that very little research had been conducted on
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implementation and, thus, there was no theory of implementation
implementation (Palumbo and
Harder 1981, ix). Although we do not yet have one such theory that incorporates the
themes of these partial theories, we may already know many of the properties that it
must have.

Elmore groups these theories into four different analytical models for policy
analysis, each with its own view of
o f organization management and implementation.
These models are: the system management model,
organisations as
modei which views organil.ations
''value
“value maximizing units";
units”; the bureaucratic modei
model, which emphasizes the role of
discretion and routine in organi7.ational
organizational behavior; the political model, which views
organi7.ations
organizations as arenas of conflict, bargaining, negotiation, and compromise; and the
organi7.ationa1 development model,
mode~ which emphasizes the interpersonal relationships,
organizational
transactions, autonomy, empowerment, participation, loyahy,
loyalty, and commitment
(Elmore 1978, 185-228).
185*228). However, it is not my aim to discuss the organi2.ational
organizational
theories and their implications; rather, to highlight the complexity of studying
organiz.ation
organization management and performance.
o f other disciplines to
Some students of implementation borrowed theories of

understand and explain implementation dynamics. One of the most distinctive
theories utilized in this orientation is systems theory, which was developed by the
political scientist David Easton in 19S7.
1957. This theory divided the interaction between a

system and its environment into three phases: input, conversion, and output. The
inputs of demands and supports - such as increase in population, cost of living, and
education - enter the system from the environment and may be converted into
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demands for public policy to effect change. These demands may produce policy
outputs. These outputs may produce some changes called outcomes, which in turn
tum
affect the environment (feedback) (Easton 196S).
1965).
In addition to this general framework, there have been many attempts to
develop a comprehensive model for policy implementation. Based on the works of
Easton (1965) and Lasswell (1951
), Anderson (1979) developed a more specific
(1951),
framework of public policy making. His work, the stages heuristic approach, is
considered one of the more dominant contemporary models of the policy process. He
breaks the policy process into functionally distinct substages; that is, problem

identification, agenda setting, adaptation, implementation, and evaluation. The
usefulness of this framework is that it put more fucus
focus on the policy process
processparticularly on implementation and evaluation - than does the traditional institutional

approach of political science (Sabatier and Jenkins-Smith 1993,
1993,2).
2). Moreover, it
encouraged more specific research on the stages of the policy process; for example,
Kingdon (1984; 1995) focused on agenda setting, while Mazmanjan
Mazmanian 111d
and Sabatier
((1989)
1989) emphasized policy implementation.
However, the distinct stages heuristic approach bu
has been challenged by another
school of thought termed the 'adaptive
‘adaptive approach'
approach’ to implementation (Mazmanum
(Mazmanian JllKl
and
Sabatier 1989,
7). This approach was based
1989,7).
bued on the argument that implementation of
policy goals and objectives occurs in an evolutionary process, beginning with vague

goals which are adjusted in accordance with the actual circumstances of
implementation. These adjustments ml
and changes render distinction among the stages
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of the policy process abmst
almost impossible (Bardach 1977; Berman and McLaughlin
1976; Majone and WUdavsky
Wildavsky 1978).
One recent attempt at theoretical formulation of implementation policy was

provided by Sabatier and Jenkins-Smith in 1993. As an ahernative
alternative to the stages
heuristic framework developed by Anderson, Sabatier and Jenkins-Smith presented a
new framework which they called the advocacy coalition framework. The underlying
premise of this framework is based on the concept of competing coalitions and policy

oriented learning. The framework assumes that each interest group organi7.es
organizes around a
set of common belief systems which can be classified into two levels: core beliefs,
which are assumed to be stable over a long period of
o f time (at least ten years) and are
characterized by resistance to change; and secondary beliefs, which are more flexible
tlexi"ble
and susceptible to change and affected by policy learning. Sabatier and Jenkins-Smith
argued that policy oriented learning occurs in tbe
the context ofa
of a political process
wherein coalition groups compete with each other over scarce resources. With the
accumulation of technical learning or change in the external environment, a coalition
belie& to adapt to the new environment Each coalition seeks to
may revise its beliefs
manipulate and influence government policy dccisio11
decision making to achieve their
common interests and goals. Critics of the advocacy coalition approach argue that it
ignores implementation and evaluation in the policy process. In this framework, all
the policy stages are combined together in a dynamic way.
The advocacy coalition framework may be useful as a conceptual tool to

understand the dynamics of the policy process in mature and well-developed
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demcratic
democratic societies such aas those in Western Europe and North America. This is true
because most
DX>st policy discourse in these countries takes place in the policy formulation
and agenda setting (policy input) stages, while in Third World countries such aas
Jordan it occurs during implementation (Scott 1969,
1969,1142;
1962,217).
1142; Weiner 1962,
217).
Moreover, the policy procm
process and decision making in Western countries are rmre
more
accessible to most individuals and interest groups than in most Third World countries.
In addition, interest groups, political parties, and private associations in developing
countries tend to be weak, lack strong organizational structure, and face limited

resources, and are thus ineffective as structured mechanisms to present collective

demands and influence public policy decisions (Grindle 1980, 1S-19).
15-19).
Other recent works in policy implementation were developed by Mazmaoiao
Mazmanian

and Sabatier ((1979;
1979; 1989). In their view, implementation refers to those events and
activities that occur after policy adaptation and issuance; it includes not only the
nature and structure of the implementing agency or the agen:ies
agencies that are responsible
“the web of direct and indirect socioeconomic and
for such policy execution, but "the
political forces that exert pressure on all involved in
m such process”
(Mazmanian and
process" (Mazmaniao
~

Sabatier 1989,
4). In their
1989,4).
then definition, the distinction between policy process stages
should be maintained. They distinguish between three stages in the policy process:

formulation, implementation, and re~rmulation.
reformulation. Mazmaoian
Mazmanian and Sabatier argue that

if the clarity of goals is not maintained, then the evaluation of
o f policy outcomes
becomes impossible (Mazmanian Qd
and Sabatier 1989,
1989,8).
8).

W'rthout
Without going into more detail, the main elements ofMazmanmo
of Mazmanian and
Sabatier'
Sabatier’ss new framework (Mazrnaniao
(Mazmanian smd
and Sabatier 1989) could be SUIDllllriml
summarized in

the following sets of variables. They distinguished between three main
mam sets of factors

that affect the implementation proces.1.
process. The first set of
o f fictors
factors is related to the
'tractability
‘tractability of the problems'
problems’ associated with implementation, and includes: the
diversity of the target group, their percentage of the total population, and technical
difficulties - such as the development of performance indicators and availability of
of
specific technology needed. The second set of factors is related to policy statements
and includes clarity and consistency of
o f goals, adequate causal theory, allocation of
of
resources, and the nature and structure of the implementing agency or agencies. The
final set of factors that affect the implementation process - termed 'Nonstatutary
‘Nonstatutary
Variables'
Variables’ - is related to socioeconomic conditions and public support for public
policy or social programs (Mazmanian and Sabatier 1989,
1989,20-39).
20-39).
[n
In their works on policy implementation (1979,
(1979,1989),
1989), Sabatier and

Mazmanian emphasized the clarity and precision of
o f goals as important detfffllinants
determinants of
successful implementation. They wrote that "Statutory
“Statutory objectives that are precise and
clearly ranked in importance serve as an indispensable aid in program evaluation, as
unambiguous directives to implementing officials, and as a resource available to
supporters of those objectives both inside and outside the implementing agencies"
agencies”
(Mazmanian and Sabatier 1979,
1979,487).
487). They implied that policy implementation is
unlikely to succeed under ambiguous and vague goals and objectives. The
implementing agencies must be directed by specific and precise goals if successful
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implementation is desired (Mazmaoiao
(Mazmanian Uld
and Sabatier 1979,
1979,487).
487). In this orientation,

''there
room" for a Lindblomian approach ('muddling
“there is little room”
(‘muddling through')
through’) - or trial and
errorerror - to implementation (Palumbo and Harder 1981,
1981,101).
101).
It is plausible to argue that such conditions, by definition, may to a certain
extent oversimplify the complexity of implementation reality. One of the most
common themes in recent implementation literature is the difficulty of
o f establishing
clear goals for public policy
policy- not just in the developed world, but in underdeveloped
countries as well. It is recognized that most policies frequently encompass vague,
muhiple,
multiple, and sometimes contradictory goals (Bardach 1977; Moynihan 1970;
Derthick 1972).

What if there is no preexisting, clear, and explicit policy at all, as in the case of
Jordan's
Jordan’s family planning program? The implementation of the family planning
program was initiated by nonprofit nongovernmental efforts (JAFPP) in the early
l1970s
970s without any explicit governmental policy statement or clear goals being
adopted. After 26 years of program implementation, the government was able to
declare an explicit policy only in 1996. Jordan's population policy occurred in reverse
sequence; that is, implementation produced policy in an evolutionary process. In this
sense, fiunily
family planning policy implementation in certain situations does not follow the
classical and rational understanding of policy formulation and implementation that
Mazmanian suggested.
Sabatier and Mazmanian

Endeavoring to capture and understand the transactions of a fiunily
family planning
program and its management and implementation, Warwick developed a model in
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1982, which he called the "transactional
“transactional model"
modeL” He defined the concept of
transaction as "dehoerate
“deliberate action to achieve a result, conscious
consciou.• dealings between

implementers and program environments, and, as a particularly critical kind
lrind of
dealing, negotiation among parties with conflicting or otherwise diverging interests in
implementation (Warwick 1982,
181). The underlying premise of
1982,181).
o f this model ste~
stems
from the organmtiooal
modei which emphasizes that individual
organizational development model,
interpersonal relationships, loyalties, and commitment are eantial
essential elements for the
organ.iz.ation's
organization’s missions, goaJs,
goals, and objectives.
The transactional model is built
buih on seven main assumptions: the first
assumption is that "policy
“policy is important in establishing the parameters and direction of
action, but it never determines the exact course of implementation”
implementation" (Warwick 1982,

181
). He believed that the system management mode~
181).
model, or, as he
be termed it, the

'machine
‘machine model,'
model,’ is misleading in that it assumes that well-defined policy and clearly
assigned responsibilities will produce intended and well-specified outcomes during
implementation (Warwick 1982, 181). To a certain extent, that may be true; however,
many family planning programs in many countries - such as Jordan and Lebanon -

began program implementation without explicit policy or detailed specification and
direction of action. Program implementation evolving without well-defined policy
becomes a mechanism to produce explicit policy (Warwick 1982,
1982,181).
181 ). The

development of the Jordanian family
fiunily planning program in the 1970s by the Jordan
Association for Family Planning and Protection and the Jordanian government's
government’s
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subsequent adoption in 1996 of
o f explicit policy provide solid evidence of
implementation producing policy.
The second assumption in Warwick's
Warwick’s model holds
bolds that the complexity or
simplicity of organizational structure determines the amount oftransactiom
transactions within the
organimtion
organization and between the organization and its environment. The more complex
the structure, the greater the amount of transactions needed for policy implementation.
The implementation process and conditions depend on the organi7.ational
organizational bureaucracy
and routines. For example, if the family planning program is implemented by the
Ministry of Health, the program bas
has to deal with the routines followed in that ministry

regarding health care (Warwick 1982,
181-182).
1982,181-182).
The third assumption is that the program’s
program's environment has a significant
influence on the program’s
program's implementation. A successful organi7.ation
organization is able to cope
with "environmental
“environmental diversity, hostility, and uncertainty''
uncertainty” (Warwick 1982, 181-182).

In this regard, socioeconomic and political culture are different not only from one
country to another, but also &om
from one area to another within a country itself - for
example, between urban and rural areas.
The fourth assumption of Warwick's
Warwick’s model emphasizes that policy
formulation and implementation affect and are affected by each other in a dynamic
way, to the level that policy formulation becomes a product of policy implementation.

The norms,
nonm, values, political culture, and religion of a certain community may have an
impact on fiunily
family planning program design: for example, whether to include or
exclude certain contraceptive methods such as abortion or sterili1.ation.
sterilization.
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The fifth assumption bolds
holds that implementer discretion is "universal
“universal and

inevitable",
inevitable”, particularly in a program such as family
fiunily planning, whatever the formal
structure of the organintio11:
program"
organization: "implementers
“implementers can advance or destroy a program”

(Warwick 1982, 183).
The sixth assumption states that the targeted population of
o f a program such as
family planning has a significant influence on program implementation outcomes: the
program users have the ability to accept or reject, totally or partially, the services
provided. For example, some women in the targeted population may accept or reject

certain contraceptive methods such as abortion, sterilization, or intrauterine devices
(IUDs). The success or failure
M ure of any family planning organization, whether
nongovernmental or governmental, depends on its ability to convince the targeted
population to accept what these organizations are advocating for and the services they

are providing.
The final assumption of Warwick's
Warwick’s model emphasizes that program

implementation is dynamic as a result of the transactions between the program and its
environment (Warwick 1982, 184). The organization’s
organil.8tion's behavior becomes less certain
due to its interaction with the changeable environment.

These underlying mumptiom
assumptions of
o f Warwick's
Warwick’s model may find the best fit in
social programs that are cbaracteriz.ed
characterized by their sensitivity to cultural, religious, and
political dimensions - as is the case in family planning programs, wherein the

government hesitates to touch certain core values when doing so may lead to social
upheaval. This is particularly true in traditional societies, such as in the Muslim and
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Arab world. Such social constraints may compel the government to delegate its
authority and responsibility to an alternative mechanism such as a nongovernmental
nongovemmental
organization. Interaction between the two sectors thus becomes inevitable and
continues in a dynamic way throughout the implementation process, as is the case with
Jordan's
Jordan’s fiunily
family planning program.
Due to the unique nature of family planning management and implementation,
and in order to portray and analyze its complexity, the transactional model was
adopted as a framework of
o f analysis for understanding the role of the governmental and
nongovernmental organmtions
organizations in managing the family
fiunily planning program in Jordan.
The transactional model is suitable because it allows one to capture most of the
interactions and the various activities between nongovernmental and governmental
organi7.ations
organizations in family planning management and implementation. This is not to
undermine the significance of the other models as important tools of organization
analysis; it is important to note that all these models complement each other in a
dynamic way to provide multiple perspectiieS
perspectives of
o f o~ga,Jizational
organizational behavior.
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CHAPTER SIX
CHAPTER.
DATA PRESENTATION AND COMPARISON OF PERFORMANCE

Organizational structure can be seen as the vehicle within which an
organization functions. If the whole - which is the sum of its parts -does not run
nm
efficiently, then all aspects of organiutional
organizational performance are in question. Thus,
understanding organizational structure is an essential element of the analysis of
organizational performance. This chapter will present the two organizations
orgaoimions under
study - the Ministry ofHeahh
of Health (MOH) and the Jordan Association for Family Planning

and Protection (JAFPP) - and the data gathered through various instruments employed
in this study.

The starting point will be a brief overview of the health care system in Jordan,
followed by section one, which introduces a relatively comprehensive description of
how the two organiz.atioos
organizations are structurally organized and how their fiunily
family planning

services are actually delivered. This will set the stage for section two, which contains
a muhidimeosional
multidimensional comparison between the MOH and JAFPP in terms of their
inherent similarities and differences and their strengths and weaknesses, as perceived
by respondents interviewed. In addition, the major internal variables - clarity of
goals, availability of resources, physical infrastructure, equipment, management
information system, human resources, training, and education, information, and
communication - that have been identified in the literature as affecting program
performance will be examined. In the last section, the two organi7atinns
organizations will be
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compared using the numbers of new users of modem euntlaceptive
contraceptive methods as a
performance outcome measure.

Health Care System in Jordan
Health care in Jordan is not delivered through a unified system; rather, it is a

complex, multiple amalgam of
o f public, private, and international systems. The
Ministry of Heahh
Health has the responsibility of formulating health care policy and

providing preventive, curative, and pharmaceutical services and health education to
civil servants and their fiunilies
families as well as to the low-income population; the Royal
Medical Services provides free beahh
health services to all military and security personnel
and their families; Jordan University Hospital serves all university personnel and their
families; the United Nations Relief and Works Agency (UNRWA) provides free
primary health care services to Palestinian refugees (USAID 1986,
1986,3-4);
3-4); and a
growing private sector provides services to those who can afford to pay. Each of
o f these
heahh
health care systems bas
has its own delivery mechanism and provides its services to a
different population. There is no single monitoring entity responsible for the overall
coordination of the health care system.

One; The Two
Tw« Orp■ir.atio11
O iy lM tiMU U■der
Uader Stady
Study
Section One:

This section will provide a description ooff the internal organizational
o,gani:,ational structure
of the Ministry of Health and the Jordan Association for Family Planning and
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Protection in terms of their d~ntali:amon,
departmentalization, division of
o f labor, staffing, decision

making, communication, and health care centers and clinics.

Ministry or
of Health
The Ministry ofHealth
of Health has been operating since 19S1.
1951. Over time, its

bureaucratic structure bas
has become bloated in size, with an increasing number of
directorates, hospitals, heahh
health centers, and employees. Ministry personnel now
number more than 19,500, including medical professionals and paramedical and
supporting services personnel; 2S
25 percent of this figure is in administrative positions
(World Banlc
Bank 1997a, 10).

The ministry delivers its health services through a total oof990
f990 health care

centers, as follows: 41 comprehensive health care centers, 323 primary health care
centers, 27S
275 peripheral health care centers, 307 maternal and child health care centers,
11
11 dental clinics (since the early 1980s, the MCH/FP and dental services have been

integrated within the comprehensive and primary health care centers), 11
11 tuberculosis
clinics, and 22 hospitals with a capacity of3,18S
of 3,185 beds (Jordan Ministry ooff Health
1996,
3-8).
1996,3-8).
In the early 1970s, the concept ofthe health care center became the

cornerstone of Jordan's
Jordan’s health services delivery approach. The ministry delivers its
health services through three main types of health care centers: comprehensive,
primary (in which the MCH centers and dental clinics are sited), and peripheral (for

remote areas). The establishment of
o f these centers, which are scattered throughout the
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kingdom, has rested on a complex of
o f criteria of geography, population size, tn"bal
tribal
interest groups, and political demand. For example, the peripheral health care centers
serve villages with a population of
o f less than S00;
500; primary health care centers serve
villages and towns with populations ranging from 500
SOO to 5,000;
S,000; and comprehensive
heahh
S,000 (UNFP
A 1993,
health care centers serve areas with populations over 5,000
(UNFPA
1993,8).
8).
The comprehensive health care centers are located in the cities. These centers
are usually situated in new buildings and have necessary equipment including

computers, x-ray and ultrasound machinery, and a laboratory. Each center provides
medical specialties such as internal medicine, general surgery, orthopedics,
ophthalmology, and fiunily
family planning services.
The primary health care centers, located in cities and large villages, deliver
preventive health care and treatment for infectious disease, minor illness, and injury,
and provide maternal and child health and family planning services. In addition, some
of
o f these centers provide dental services.
The peripheral heaith
us'Jally small clinics with a small staffhealth care centers are usually
most often, one general physician and one nurse - that provide only minimal basic
heahh
health care services in rural villages and rem>te
remote areas.
As shown in the organimtional
organizational chart (Appendix 8),
B), the Ministry of Health is
organizational structure, with many
composed of a complex and tangled bureaucratic organiwional

directorates, divisions, and departments, with overlapping and duplicated lines of
responsibility. The chart illustrates that there are six main general directorates:
Primary Health Care, Health Governorates, Financial Economical Affairs,
~
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Administrative Affairs, Bashir Hospital, and Technical Aflairs.
Affairs. These general
directorates are given the responmbility
responsibility of overseeing the public health
heahh care delivery
system
system. The general directors report to the secretary general of
o f the Ministry ooff Health
who, in tum,
turn, reports directly to the minister of health. Other directorates -

Development and Planning, Civil Health Insurance, and Internal Auditing - report
directly to the minister.
At the national level the country is divided into twelve govemorates.
governorates. The

govemorates oflrbid,
of Irbid, Mafraq, Ajloun,
Ajtoun, and Jerash form the northern region ooff the
kingdom; Amman, Zarqa, Balqa, and Madaba are the central region govemorates; and
Ma'an,
Ma’an, Karak, Tafileb, and Aqaba govemorates form the southern region.
Public health services in each governorate are delivered through a number of
peripheral, primary, and comprehensive heahh care centers, which are linked to the

govemorate
health directorates are linked
governorate health directorate. All twelve govemorate
governorate heahh
to the General Directorate of Primary Health Care, in Amman
Amman. Although formal
designations of domain are specified among the directorates, the actual lines of
authority are vaguely drawn. Mandates are overlapping, contradictory, and
duplicator^
duplicatory.

Originally, the general directorates were established to provide oversight of the
govemorates'
govemorates’ health directorates, ensuring that medical standards, rules, and
regu]ations
regulations have been implemented. In practice, many respondents reported that the
general directors interfere with the authority of the governorate health directors. For
example, physicians and other health staff are transferred by the general directorate
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from one center to another, without consultation with or the knowledge of the
govemorate
governorate health director, who is the supervisor of health staff within the
governorate and who is to be the main link between the governorate and the general
health directorate in Amman
Amman. As one govemorate
governorate health director commented,
Ilam
am in the field in my govemorate,
governorate, I know what m
is good and what is
bad, what is needed and what is not needed. Itism
yow
n
It is my
own
responsibility to tramfer
transfer statt:
staff hire new statt:
staff reward and punish - not
the general director. The general director should not transfer my own
staff without my knowledge and approval

This situation creates con.fusion
confusion and uncertainty, not only at the center leve~
level
but also among the directorates and high-level administrators as well
well. No matter how

well the organa.ational
organizational design is articulated, it still may be ineffective if the spheres of
activity among various departments and directorates are not clearly defined (United
Nations Organisation for Economic Co-operation and Development [UNOECD] 1972,
11).
11).

Department of Maternal and Child Health/Family
Heahh/Familv Planning.
Ministry of
o f Health
The De,partment
PJannina, Mioi§!O'.
Health

The Department ofMCH/FP
of MCH/FP is composed of five sections: maternal and child
heahh, nutrition, early detection of disability, MCH training centers, and family

planning.

In the early 1980s, the Ministry of Health began providing family planning

services as an integral part of primary health
heahh care/maternal and child health services.
This integration scheme - which was not publicized - was intended, first, to utilize
utili7.e a
multipurpose staff approach; second, to adopt an integrated approach for MCH/FP
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within the framework of existing primary health care centen;
centers; third, to use a referral

system approach for further trtatmeut
treatment of
o f complicated cases; and fourth, coordination
and supervision between all concerned departments was to be unified under the

General Directorate of Primary Health Care (UNFP
A 1993,
8).
(UNFPA
1993,8).
However, although the implicit aim was to introduce family planning to the
public, in practice, nothing significant changed. The primary health care/MCH staff
continued to do their jobs as health care providers, and fiunily
family planning is nothing
more than another service added to their full
foil schedule.
As shown in the organi7.ational
organizational chart of
o f the Ministry ofHealth
of Health (see Appendix

B), the Department of Maternal and Child Health/Family Planning (MCHIFP)
(MCH/FP) is a
subdepartment of the General Directorate of Primary Health Care. This directorate
has six departments in addition to MCH/FP: the Depurtments
Departments of Environmental
Health, Health Education, School Health, Disease Contro~
Control, Nutrition and Foodstuffs,

and Occupational Health.
Heahh. These seven directorate departments report directly to the
General Director of Primary Health Care.

Originally, the MCH/FP was a section of
o f a department, rather than a

department itself. In response to pressure by some international agencies, such as
USAID and UNFP
A, the ministry upgraded MCH/FP to the level of department.
UNFPA,
However, in reality this promotion was just on paper;
paper, in practice, the activities and
responsibilities of MCH/FP remained largely the same as they bad
had been.
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Integration and Sq,aration
Separation
Integratio11-

Scholars of population policies have long debated over bow
how government
family planning programs should be managed and implemented. Should these
programs be integrated within existing public health care facilities, or should they be
carried out by separate and autonormus
autonomous agencies? In this orientation, two competing
approaches - integration and separation - have been paramount.
The integration approach holds
bolds that government fiunily
family planning programs are
better implemented within the existing public health care facilities, such as health care

centers where a variety of health
heahh care services are delivered. Advocates of this
approach claim that overlapping services and Jack
lack of coordination among government
agencies can be avoided. In addition, using existing government health care facilities
will cut waste and cost, and the program will attract more clients from among the
people who visit public health facilities for various health reasons. It is also assumed
that if the government separates fiunily
family planning from other heahh care services, the
regular health care staff will not have an interest in family planning provision because
the program is assigned to a special agency and staff:
staff Based on these assumptions, it

is claimed that &mily
family planning programs cannot be successful outside of
o f government
health care facilities
fecilities (UNOECD
(UNOECD1972,
11).
1972, 11
).
At the other pole of
o f contention lie the advocates of separation, who see
integration of services as disastrous. Their main line of argument is that integration is
nothing more than adding another activity to the existing government health care
services. Therefore, the program will be liquidated within hectic daily health care
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routines and heavy work loads, and thus lose its momentum and success. As one
opponent of integration expressed in this picturesque analogy:
My fundamental worry
wony is that if you integrate fiunily
family planning mto
into all
the other things
.•. like better bealtb,
things...like
heahh, better nutrition, better maternal
and child health,
••.etc., you nm
heahh,...etc.,
run the risk of
o f making what we call Polish
horserabbit
horserabbh sausage. You use one horse and one rabbit; the rabbit is
family planning, and you don't
don’t get much family planning out of that
kind of sausage factory (as quoted in Warwick 1982,
1982,48).
48).
Between these two rival approaches, the Ministry of Health
Heahh in Jordan has
decided to adopt the integration approach by providing family planning services
through the existing public health
heahh care facilities. The program is assigned to the
Department of Maternal and Child Health,
Heahh, which is part of
o f the primary health
heahh care
directorate.
In theory, the Department ofMatemal
o f Maternal and Child Health/Family Planning
(MCH/FP) is responsible for management oftbe
of the implementation of fiunily
family planning

service delivery. In practice, three directorates - the MCH/FP Department, the
General Directorate of Primary Health,
Heahh, and the Govemonte
Governorate Health
Heahh Directorate - are
involved in family planning service delivery. The MCH/FP is responsible only for
supervision of the technical upects
aspects of the program.

Walking Through the System
Family planning services are usually delivered based on three well-known
approaches: the clinical approach, the field worker approach, and the social marketing
approach (Beeson et al
al. 1987a, 1987b; Mitchell et al
a l 1987). In the clinical approach,
the interaction between the health
heahh services provider and the client is organized in the
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clinic - the classic medical practice, where the client/patient comes to the clinic to
receive health services. In the field worker approach, the interaction takes place in a

community location outside of the clinic
community outreach). In this approach, the
clink ((community
implementer visits community areas to recruit new users. The social marketing
approach requires more active participation by family planning users am
and the
community in project implementation. Social marketing has been descn'bed
described as "the
“the
use of marketing principles and techniques to advance a social cause, idea, or

behavior''
223). The greater the interaction and direct participation
behavior” (Kotler 1982,
1982,223).
partkipation of
the local community, the more successful family planning implementation will be

(Askew 1989,
185-202).
1989,185-202).
In the case of the Ministry of Health MCH/FP, the provision offiunily
o f family
planning services is organi7.ed
organized based on the clinic approach. The client - most often, a

woman - arrives at a clinic for health services, usually without a previously arranged
appointment (a walk-in policy). She must wait for her tum
turn to see a MCH physician.
In most cases, many women are waiting in a long queue for different medical reasons:
for immunizations for their children, for health problems, pre-natal exams, pregnancy
follow-up, and so on. The fiunily
family planning user bas
has to wait for her tum
turn among these
patients. When a client goes through the medical cbanne~
channel, she is usually first received
by the receptionist or nurse, who takes her health
beahh history and fills out the required

forms if she is a new user, or retrieves her file if she is a continuing user. Each new
user is given a yellow card indicating the name of the health care center, the client's
client’s
file number, name, husband's
husband’s name, address, kind of contraceptive method used, date
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of onset of usage, and the number of visits the client i.1
is expected to make to the center,
with the appointment date to be filled in as the appointments are set. New clients are

then transferred to the center midwife, who takes the client's
client’s blood~
blood pressure and
discusses the various modern
modem contraceptive methods available in the center. In the
limited time scheduled --110
0 to IS
15 minutes - for each client, the midwife usually
provides a brief description of each contraceptive method and its advantages and
disadvantages.
In most cases, one respondent reported, the client already bas
has in mind the

method she prefers. The client is then seen by the MCH doctor - the mmily
family planning
physician -• who conducts a general exam and orders laboratory tests such as for
diabetes or pregnancy. Based on the results of these tests and the client's
client’s health
condition and on mutual consent of the physician and client, the appropriate family
planning method is chosen.
chosea
Since 1996, the contraceptive methods available at the MOH health care
centers are condoms, Depo-Provera, birth control pills, ltJDs,
lUDs, Norplant, and
spermicides. With regard to contraceptive preferences, recent studies found that the
method most preferred by Jordanian women is IUDs, followed by pills and condoms
(Underwood 1997,
8; IA;partneot
7). Other methods are less
1997,8;
Department of Statistics 1998,
1998,7).
preferred, either because they are not fiuniliar
familiar to the clients or the methods - such as
sterili7.ation
sterilization and abortion - are not permissible except in the case of an urgent medical

reason.
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The responsibility fbr
for family planning services at the center level is designated
to the midwife. She receives contraceptive supplies and makes certain they are stored

properly. Both the midwife and nurse are responsible fbr
for preparing the monthly
statistical reports that show the numbers of new users, continuing users, the quantities

of the different contraceptive methods available and utili7.ed,
utilized, and projections for the
next month.
Family planning services are provided free of charge at the ministry healthcare
health care
centers. For other health services such as preventive and MCH care, a minima)
minimal fee
foe in most cases, less than one dollar - is charged. For example, the general exam at a

primary health care center costs 40 piasters - approximately $.60. Most primary
health care centers lack a laboratory, therefore clients either go to private laboratories
or to other comprehensive health care centers, which require an official referral from
the primary health care center.

Jordan Auociation
Association tor
for Family Plaa■ing
Planning and
aad Protection

The Jordan Association for Family Planning and Protection (JAFPP) is a
nonprofit voluntary organi7.ation.
organization. It was established in Jerusalem (the West Banlt
Bank was
then a part of Jordan) in 1964 by a group of volunteers, one of whom bad
had worked with
the International Planned Parenthood Foundation .Regional
Regional Office in Tunisia. At that

time, JAFPP was the only nongovernmental nonprofit organil.ation
organization concerned with
family planning issues in Jordan. The usociation
association established three branches in the
major cities of the East Bank (Jordan now): Amman, Irbid, and Salt. In the early
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1970s and after the Israeli occupation of
o f the West Bank and Gaza Strip, these three
branches began functioning with full autonomy &om
from the central office in Jerusalem.

They were administered entirely by volunteers.

In 1987, Jordan renounced the legal and administrative linkages between
Jordan and the West Bank, whereby the Palestine Liberation Organization became the
sole legitimate representative of the Palestinian people. Two years later, the three
association branches were unified as one entity under the name 'Jordan
‘Jordan Association
Protection’; it
h was registered in Amman SIS
as an autonomous
for Family Planning and Protection';
881,1989
Jordan’s Ministry of Social Development.
association - number 881,
1989 - with Jordan's

JAFPP operates in accordance with Jordan Voluntary Societies law.

Organizational Structure of JAFPP
Organj711tional

Since its establishment in 1964, JAFPP's
bas remained
JAFPP’s organi7.ational
organizational structure has
simple and small (see Appendix C). It evolved gradually, dependent upon the
association's
association’s environmental circumstances and programmatic development. As it
h
stands now, JAFPP delivers its services through only twenty clinics and 106
employees, of which 70 are medical and paramedical staft:
staff
The association is administered by the president and a twelve-member board of
directors, all volunteers. The board is elected by the a.,sociation's
association’s general usembly
assembly
for a term of two years. Six administrative and technical committees -the
personne~
- the personnel,
office, purchase and finance, medical, govemorate,
governorate, and women's
women’s committeescommittees - assist
the board of directors.
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JAFPP is bierarcbically
beaded by the president and Bisted
hierarchically structured, headed
assisted by the
executive director, who is in charge ooff the association's
association’s daily activities. The
constituent units of the association's
association’s organkati,;,nal
organizational division are relatively simple. The
organi7.ation's
organization’s main activities are carried out by four main divisions: Medical
Services; Quality Assurance; Finance; and Information, Education, and
Communication. The heads of the twenty clinics report to the division directors; the
division directors report directly to the executive director who, in turn, reports to the
president of the association.
Being small and simple in structure gives the association the advantages of

having fewer layers of bureaucratic establishment, clear lines of authority, and smooth
channels of communication. Each group of homogenous activities bas
has been assigned

to one division, with a clear mandate. For example, all clinic activities are linked to
the medical services division, which is headed by a female physician. All the social
workers, who are responsible for information, education, and communication, are

supervised by the director of information, education, and communication at the main
office.
Although the organizational structure is cbaracteri7.ed
characterized as a hierarchical chain of
command, informal channels of
o f communication are a daily practice. This formal and
informal communication facilitates regular contact between administrators and statI
staff
The executive director bas
has an open door policy, which means that bis
his office is always

accessible to other association staff. It bas
has been reported that almost every day, an
informal meeting with the beads
heads of
o f divisions takes place in the director's
director’s office, over a

·
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coffee. At these informal meetings, the daily activities of each division are
cup of coflee.
o f the main advantages ofthese vertical
discussed. One of
wrtical and horizontal
horimntal channels ooff

communication is that the distortion of information will be significantly minimized.
While the volunteers are the main policy makers at the association, the
executive director and his staff have the responsibility ooff translating these policies into
a set of programs to be achieved. The two bodies are in continuous consultation and
coordination with each other. This type of reciprocal and interdependent relationship
is clearly reflected in JAFPP leadership, which may be descnl,ed
described as a collective
process in which the power is divided between the president and the executive
director. Although the association president is elected from among the board of
directors, the executive director is hired on an appointment basis.
The president has
bas a minima)
minimal role to play in the daily work of the association,

which is the main responsibility oftbe
of the executive director. The main role of the
association.
president is concentrated on external, rather than internal, affairs of the as.,ociation.

He has the responsibility of contacting international donors, lobbying for more
political and financial support, and other tasks at the policy making level
organizational mission of JAFPP emphasizes the association's
association’s dedication
The organimional
planning and protection
to the provision of reproductive, sexual health, and family
mmily pianning
services. JAFPP provides its services through its twenty clinics, two of which are

mobile clinics, in the major cities of
comprebemive
o f Jordan. The clinics provide aa comprehensive
family planning services permissible by Islamic
range of reproductive health and mmily

principles.
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Like the Ministry ofH~
of Health, JAFPP's
JAFPP’s clinics
clinks provide various modem
contraceptive methods such as condoms, pills, IUDs, spermicide foams and
suppositories, and Depo-Provera. The clinics also provide pap smears and other
exams. Steriliz.ation
Sterilization is rarely practiced in Jordan; the association's
association’s clinics are not
licensed to provide this service.

Walking Through the System
Similar to Ministry of Health procedures, JAFPP provides its family planning
services based on a clinical approach. A client presents herself to a clinic facility,
where a receptionist enters her into the fiunily
family planning program. If the client is a new
user, she is seen by the clinic social worker who takes the client’s
client's history, fills out the
required forms, and then discusses the various contraceptive methods available in the
clinic. The advantages and disadvantages of each method will be explained. After
being seen by the social worker and the nurse, who takes her blood pressure and
temperature, the client is given a gynecological exam and pregnancy test. Then, she is
seen by the doctor, who conducts a general physical exam and discusses the
contraceptive methods again, and chooses the most appropriate method for the client’s
client's
health and social condition.

In remote areas, JAFPP provides its services through two mobile clinics.
These clinics provide family planning services including modem contraceptive

methods except for IUDs, which
whkh the mobile clinics are not equipped to provide.

Unlike the Ministry of Health, JAFPP places a greater emphasis on

108
108

information, education, and communication.
communicatioa In each clinic, a social worker is
appointed for this purpose. The social worker’s
worker's primary responsibilities
respoDS1"bilities include
counseling clients about fiunily
family planning ~ces
services and methods and the advantages and

disadvantages of each method, and following up on those who discontinue family
planning and identifying their
then reason for doing so. In addition, the social worker bas
has

the responsibility of
o f establishing good rapport and building trust with the local
community and identifying and visiting local community leadership and
nongovernmental organimtions
care
organizations such as social centers, schools, club~
clubs, health
healthcare
centers, social development centers, and women's
women’s centers in order to coordinate and
cooperate with them for more outreach into the local community and for future
activities related to women’s
women's status.
JAFPP places greater emphasis than does the ministry on printed and audioaudio

visual materials for client education; pamphlets and brochures about contraceptive
methods and sexually transmitted diseases are available at each clinic. In addition,
large posters about women's
women’s basic health rights - such as the rights to privacy,
confidentiality, informed consent, and right of choice
choke - are displayed at the entrance of
each association clinic. Audio-visual materials are shown in the waiting rooms of
each clinic.

In contrast with the ministry, JAFPP charges a fixed fee at all its clinics: IUDs
cost 3 JD, pills cost approximately 2 JD, depending on the type, condoms cost .5
.S JD,
gynecological exams cost 1.5 JD, diaphragms cost 1 JD, and spermicide jelly or foam
.5 JD (1 JD is approximately equal to $1.40).
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In a nutshell, JAFPP and MOH/MCH provide very similar fiunily
family plamring
planning

services. JAFPP provides a wider range of
o f modem contraceptive methods and more
women's
women’s reproductive health exams than does the ministry. The association places
greater emphasis on counseling and client education, not only in regard to &mily
family
planning but also diseases such as breast cancer, cervical cancer, and on sexually
transmitted diseases such as AIDS and herpes.

Section Two: Compariloa
Comparison of MOB
MOH and JAFPP FamilY
Family Planaia2
Planning Pgnm1
Programs
Simplicity vs. Complexity of Goals

Goals and objectives are considered among the main determinants of
understanding any organization's
organization’s perfonnance.
performance. One widely accepted definition of

goals holds that they are "the
“the determination of
o f the basic long-range goals and
objectives of an enterprise, and the adoption of courses of action and the allocation of
resources necessary for carrying out these goals"
goals” (Chandler 1962,
1962,13).
13).
The concepts of
o f goals and objectives are sensitive and controversial among
organi7.ational
organizational theorists. Despite their differences, it is commonly agreed that clear

goals and objectives provide an unambiguous direction for selecting 'alternatives
‘alternatives and
activities'.
activities’. Otherwise, rational choices to achieve desired ends are impossible (Scott
1992, 19,
30, 52, S6).
19,30,52,56).
Borrowing tom
from Peter Cleaves'
Cleaves’ (1980) typology, the fiunily
family planning programs
of the Ministry of Health and the Jordan Association for Family Planning and

Protection were compared in terms of single vs. multiple goals, clear vs. vague go•
goals,
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and single vs. many target popu)atiom,
populations, and the impact of these criteria on the
performance of these two organimtions
organizations in implementing their family planning
programs was examined.
The data reveal that the Ministry of Health and the Jordan Association for
Family Planning and Protection stand at the extreme opposite ends ooff the complexity
continuum: while JAFPP bas
bas more
has a simple, one-goal mission, the ministry has
complex and multiple goals and objectives.

Single vs. Muhiple
Multiple Goals
Since its establishment in 1964, the Jordan Association for Family Planning
and Protection has been guided by a single objective: the provision of family planning
services to the married Jordanian couple. The association’s
association's mission statement
stipulates that:
JAFPP is a social voluntary nonprofit association, it provides
reproductive, sexual health, and family planning
plaoning and protection
services that are considered a human right for both sexes. These
services are directed towards women and youth and the
o f the society. JAFPP calls for improvement
underprivileged groups of
o f women's
women’s status and their full
foil participation in sustainable
of
development to attain a psychologically, socially, and economically
family life. This objective is fulfilled
balanced, healthy and happy fiunily
through spreading health and population awareness and education,
1996,2).
provision of high quality services (Al-Naaimi 1996,
2).
association, &mily
family planning services should be delivered within the
For the lWOCiation,
rather than through the narrow focus of
ofbirth
framework of reproductive health nther
birth
control. It perceives family planning as a means to organize and balance family size
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in accordance with couple health and socioeconomic condition.
condition As the executive
director of the association stated,
Our goal is to see happy families, balanced in all aspects:
upects:
economically, socially, and healthily. The &mily
family that docs
does not have
children, in our culture, is not a happy family tbr
for us; also, a large
family with a low
tow income is not a happy family because it does not
have the ability to net
meet the needs of its children. So, it is a matter of
of
balance. Therefore, we not only provide family planning services, we
provide infertility services as well.

In a departure from this philosophy, the association introduced a new set of
services to augment their main goal of family planning services provision.
provision These new
services, which are viewed as secondary or supportive goals, include services for the

early detection of breast cancer, early detection of sexually transmitted diseases, and
providing seminars and workshops for men and youth about the concept of
o f &mily
family
planning. To achieve its desired end, the association translates its goals into a set of

immediate objectives that each clinic should achieve within a certain period of time.
This is done based on a set of criteria which include: population si7.e
size that the clinic
serves, the ratios of females and of married women in that population, and the
potential demand for fiunily
family planning hy
by that population; taking into consideration the

number and size of other agencies, if any, providing fiunily
family planning programs to that
population.
populatioa
In contrast, the Ministry of Health bas
has a set of
o f goals and objectives that may be
characterized by its complexity, vagueness,
vaguenes.1, and multiplicity, which act to render its
operationali7.ation
operationalization and evaluation difficult. The mission of the Ministry of
o f Health is
based upon the principle that all Jordanian citizens have the right to health care. The
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ministry is committed to emuring
ensuring that health services are available, accessible, and

acceptable to all communities, and it seeks to ensure equitable distnl,ution
distribution of
o f these
services. The ministry's
ministry’s strategy is aimed at creating a
a comprehensive health care
system, utilizing both public and private providers, and covering all levels of care
from preventive care to tertiary and rehabilitative care (Department of Statistics
1992a, 3).
Although mmily
family planning services were not mentioned in the General National
Health Policy, these services were introduced as an integral part of
o f the maternal and

child heahh
health program, which is among the responsibilities of the heahh
health care centers.
As discussed previously, the main goal of the health care centers is to provide primary

health care, which includes preventive heahh
health care, treatment of minor injuries,

maternal and child heahh
health care, and fiunily
family planning.
The main objective of the Maternal and Child Health and Family Planning
health care - physical, mental,
Department is to promote comprehensive primary heahh

social and nutritional - for mothers and their children, as well as family planning
services. As embodied in its general guidelines, the Department of Maternal and
Child Health is committed to achieve three main goals:
1) work towards the reduction of
o f the maternal morbidity and mortality ntes,
rates,
l)
muhiparity;
particularly those cases caused by multiparity;
2) work towards the reduction of
o f the infimt
infant mortality rate, the number of low
2500 grams) births, childhood disease, malnutrition,
birth weight (less than 2S00
and mental disability among children;
based on a birth
3) work towards the expansion of family planning services, 1-ed
(Jordan Ministry ofHeahh
of Health 1998,
1998,2-5).
spacing approach {Jordan
2-S).
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Looking at these goals and objectives, one may notice the degree of

complexity and multiple tasks that the MCH has committed to achieve. With
multipurpose and complex goals, such as these, the organization
organimtion then faces
fiu:es the
problem of how to operationali7.e
operationalize and translate these goals into an achievable plan of
action.

The general guidelines addressed in the MCH misson
mission statement imply that the
department has the will, authority, and resources to carry out these goals and
objectives, but in practice the responsibilities of
o f the MCH department are limited only
to technical supervision of the program. These responsibilities include establishing
medical standards and procedures for MCH and fiunily
family planning activities, supervising
the training program for MCH staft:
staf£ and preparing the annual statistical reports

(Jordan Ministry of Health 1998,
8). The actual implementation of
1998,8).
MCH/FP goals and
ofMCH/FP
objectives is carried out by the health care centers, which are under the domain of the
health governorate directorates.
The complexity of the maternal and child heahh
health goals is exacerbated when

they are integrated with the goals of the other health care services. In addition to
MCH/FP services, the health care centers provide curative and preventive care,
treatment of minor illness and injuries, and sometimes receive emergency cases.
In each health care center, all MCH/FP services are migned
assigned to one physician,
who also works as a primary bealth
health care physician when any of the other physicians is
on leave. Many informants at the visited ministry health care centers reported that the
ministry's
ministry’s greatest priority is provision of preventive and primary health care:
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immunizations, prevention and treatment
o f children's
children’s diseases and malnutrition, and
immunimions,
treatme4t of
women’s health are usually the main concern. W-Ith
With regard to fiunily
family planning, the
women's

range and scope of program activities depend, to a large extent, on the availability of
international financial and technical assistance.
In a nutshell, the Jordan Association for Family Planning and Protection has
bas
drawn for itself simple, limited, and clear goals and objectives to be achieved. These

goals were easily operationali7.ed
operationalized and translated into an achievable plan of action. In

addition, the association focuses its efforts primarily on providing family planning
services to married women of
o f reproductive age. In contrast, the Ministry of Health
has a broad spectrum of complex and muhiple
multiple goals and objectives to be achieved
within the constraints of limited allocation of resources. The ministry targets a diverse
population and provides a wide range of
o f health care services.

Availability of Resources
Comparing the performance of two organizations of different size and multiple
purpose becomes more complex when the organimiQns
organizations are compared based on their
then
relative availability of
o f resources. Rendering the comparison between the ministry and

JAFPP more complex is how the fiunily
family planning program is organized at the
ministry: it is integrated with maternal and child health services, which are part of
o f the
primary health care services. There is no single facility within the ministry dedicated

family planning.
solely to fiunily

IIS
ns

The concept of the availability of resources at the disposal of an organization

covers a wide range of facility components, which may include physical resources
such as buildings, equipment, furniture; it refers also to finances and stock, and
includes human resources such as trained professionals as well as unskilled labor.
It is worth mentioning that the availability of resources does not ensure good

performance, but the lack of resources may impose significant constraints on
organiz.ation
1). Therefore, the
organization function and performance (Baumgardner et al
aL 1971,
1971,1).
success of JAFPP in family planning service delivery cannot be explained solely in
tenns
terms of a high availability of
o f resources in comparison with the Ministry of Health.

MOH Health Care Centers and JAFPP Clinics
Table 3 (below) shows the development in numbers of MOH health
heahh care
centers and JAFPP clinics over the period 1991-1997.

TO)le3
Table3
MOH
J.ArPP Clinics
MOH Certers
Centers aid
and JAFPP
Organization
Qganization
MOH
Comprehensive
~
Primary
Peripheral
Totals

1991

1992
1112

15

22

288
230
533

306

-

10

1994

1996
1
•

1996
1•

36
319
265

41

565

29
309
257
595
591

258
606
IOI

12
22

13
2

14

2

12
2

22

17
2

12

14

14

15

16
11

19

JAFPP
JAFPP
Fixed dfnics
clinics
M>btle
Mobile dinics
clinics
Totals

1993

237

30

318

120
620

323
275
539
839

1997
NA
WA
N/A
NA
NA
NfA
NIA
NfA

18
2
2
20

Derived from
from MOH
MOH Annual Statistical Reports, 1994-1996 and from
from .JAFPP
JAFPP Annual Reports,
1995-1997
199S-1997
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As shown in the table, in the period 1991-1996, the number ofcomprebemive
of comprehensive

health care centers increased &om
from IS
15 to 41, the primary health care centers increased
from 288 to 323, and the peripheral health care centers &om
from 230 to 21S.
275. The total
number of ministry heahh
health care centers increased &om
from S33
533 to 639 during that period.
In contrast to the ministry, the numbers of JAFPP clinics were very modest.
The association shows an incremental increase during the same period. Fixed clinics

increased from 10 in 1991 to 18 in 1997, while the number of
o f mobile clinics remained
the same.
The rapid increase in numbers of centers and clinics could be explained,

partially, as a result of many reasons: first, the expanding awareness about public
health, in general, and family planning, in particular. The Jordan Population and

Family Health Survey in Jordan in 1997 indicated that awareness of fiunily
family planning
services among Jordanian women reached 100 percent (Department of Statistics 1998,
7). A second factor is the economic depression which bit
hit the country in the late

l1980s.
980s. Recent studies of Jordanian social conditions show that more than 28 percent
of the population live under the poverty line (UNICEF 1996; Jordan Times 1997a).
Third, the regional crisis resulted in a massive influx of Jordanian and Palestinian
expatriates who had been working in the Persian Gulf states, particularly Kuwait and
o f the
Iraq; in 1990, more than 350,000 persons - approximately ten percent of
population - returned to Jordan (World Bank 1997c, 11).
). In addition, there is a
ofPalestinian
from the West Bank as a result oflsraeli
of Israeli
continuous influx of
Palestinian refugees &om

occupation.
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In the early 1990s, the Jordanian government launched a health structmal
structural
adjustment program in cooperation with the World Bank, with the aim of
o f restructuring
the health sector to meet the new cirl!nmstaoces.
circumstances. The Bank extended a loan ofSlSO
of $150

million to achieve this objective (World Bank 1993,
2). In addition, the Jordanian
1993,2).
government and JAFPP received substantial international assistance in the form of
grants and technical assistance from various donors such as USAID, the European

Union, UNDP, UNFPA, UNICEF, and Japan.

Financial Resources

Comparing the financial resources at the disposal of the Ministry of Health and
the Jordan Association for Family Planning and Protection is problematic. The two

organiz.ations
organizations are characteri7.ed
characterized by having rigid and centralii.ed
centralized budgets. The
individual health care centers and clinics receive only allocatiom
allocations of supplies - such as
equipment, pharmaceuticals,
phannaceuticals, and contraceptives - rather than having their own,
separate budgets. It is extremely difficult, for example, to determine bow
how much the
family planning services. As mentioned previously, the
ministry actually spends on fiunily

MCH is an integral part of the Directorate of Primary Health Care.
The ministry budget is the largest public-financed health insurance in the
(below), the total ministry budget accounted for S.9
5.9
country. As shown in Table 4 {below),
percent of the general government budget in 1992,
1992,5.8
1993,5.4
S.8 percent in 1993,
S.4 percent in
1994,5.1
1995, and 5.S
5.5 percent in 1996. However, these figures do not
1994,
5.1 percent in 199S,
include technical assistance received from international donors. The main financial
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sources for the ministry's
ministry’s health care services are the general public budget,
premiums, contn'butions,
contributions, and user fees.

Table4
Table 4
Ministry of Health Budget as a Percentage ooff the National Budget
1992-1996
(in thousand JD; $1 =
= .71 JD)

1992
National budget
MOHbadget
MOH budget

Percentage

1993

1995

1994

1996

1,270,111
1,270,111 1,328,000
1,328,000 1,481,000
1,481,000 1,674,000
1,674,000 1,745,000
75,450
75,450

76,949
76,949

19,S1S
79,515

86,100
86,100

95,957

S.9
5.9

5.8
5.8

S.4
5.4

S.I
5.1

s.s
5.5

Sources: Jordan MOH, 1994-1997

Table 4-1
Annual IAFPP
JAFPP Budget (1992-1996)

Budget

1992

1993

1994

1995

1996

313,000

608,839

643,000

595,162

685,762

Sources: JAFPP 1995a, 1996, 1997

The ministry budget is determined annually through the government budgeting
process. Every year, the MOH finance directorate prepares
prepmes a proposed budget

consisting of two parts: operating expenditures and capital expenditures. Operating,
or recurrent, expenditures are broken down into four categories: administration,
training/development, primary care, and secondary care. Each ofthese components is
broken down, in turn, into the three subcategories of salaries, allowances, and
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operating expenses. Capital expenditures are broken down into the two categories of
building depreciation and equipment (World Bank 1997a, 13-19).

It is problematic to determine how much, exactly, the Ministry of
o f Health
actually spends on family planning activities. The maternal and child health
bealth
department is small in comparison with primary heahh
healthcare.
care. In addition, the
individual directorates do not have separate budgets; rather, the directorates and
departments receive only allocations of supplies, equipment, and pharmaceuticals

from the central office.
In contrast, the Jordan Association for Family Planning and Protection budget

is modest and simple in compar..son
comparison with the MOH budget. As shown in Table 4-1,
above, the association's
association’s budget doubled - it increased from 313,000 JD to 685,762 JD
- in the period 1992-1996.

The JAFPP budget is organized based on a project budgeting approach. It is
broken down into seven subproject budgets: fixed clinics, community services
(related to the two mobile clinics), men's
men’s participation in family planning, women's
women’s
projects, family planning advocacy, youth awareness, and the administrative
development project.

Like the ministry, JAFPP bas
has centrali7.ed
centralized management for the allocation of
of
resources. The clinics do not have a Kparate
separate budget; rather, they receive allocations
of supplies from the central office. Also similar to the ministry, JAFPP staff is paid on
a salary basis. Each project budget is broken down into salaries, allowances, operating
expenses, and training.
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Although JAFPP relies on external financial resources, it began implementing

a cost recovery approach in the mid-1990s. As it stands now, the association covers
close to 40 percent of its operation costs, and by the year 2000 it plans
plam to achieve 100
percent cost recovery (JAFPP 1995c). In 1996, approximately 37.5 percent of
JAFPP's
JAFPP’s external financial resources came from IPPF, 13.13 percent from Pathfinder,
10 percent from the European Union, ..76
76 from USAID, 4.59 percent from UNFP
~
UNFPA,
and 34.02 percent from internal revenue (service fees) (JAFPP 1996a, 9).
As mentioned above, in both organi7.ations,
organizations, the head of the center or clinic

does not have authority or discretion over their budget, from which necessary supplies
and furniture are purchased. However, both orgaoiwions
organizations provide a petty cash
account - in amounts ranging from 2S
00 ID
one dinar equals approximately
25 to l100
JD ((one
$1.41) each month for each center or clinic - at the disposal of
o f the center head for the
purchase of basic supplies, such as cleaning materials. At the end of each rmnth,
month, the
head of each center or clinic bas
has to provide a statement documenting bow
how the money
was spent.

Physical Infrastructure
Having an adequate physical inftastructure
infrastructure is a necessary condition in order to
deliver good quality health care services, in general, and fiunily
family planning services.
Despite the huge differences in the number of facilities of
o f the two organil.ations,
organizations, the
ministry heahh
health care centers and JAFPP clinics share some similarities in terms of the

some of the physical inftastructure
infrastructure and supplies.
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Although the condition of the physical in1iastructure
infrastructure of
o f Jordan's
Jordan’s installations is

descnoed
described as 'good'
‘good’ {World
(World Bank 1997a, 37), mmy
many problems still exist in the majority
of primary and peripheral health care centers. The majority of
o f these centers is in
rented buildings, lacks computerimion,
computerization, and is Jes.,
less well equipped than the
comprehensive health care centers. The resources at the disposal of these centers are
in no way commensurate with the centers'
centers’ multiple purposes and functions: curative,

preventive, maternal and child health, and fiunily
family planning service provision. The lack
of physical and human resources and an inadequate supply system of
o f medicines are
the main constraints on Jordan's
Jordan’s health care delivery system as a whole, and

particularly on family planning.
To those unfamiliar with the socioeconomic and health conditions of
o f the Third
World, the mention of health care centers and hospitals may evoke the image of wellequipped modem medical health care centers, similar to those found in modern
modem
industrialiud
industrialized countries. However, the reality speaks for itself: the primary and
peripheral health
heahh care centers in Jordan are neither well-equipped nor are they
endowed with necessary resources. As a matter of fact, in visiting and observing
primary health care centers, one can see their daily confrontation with problems

resulting directly ftom
from the scarcity of resources. Some centers face an unsuitable
building, lack of necessary equipment such as X-ray and ultrasound imaging
equipment and computers, shortage of medicines, patients crowded into minimally
furnished waiting rooms, and a lack of
o f physicians well trained in reproductive health
and family planning.
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o f visiting health care centers for this study, it was
In addition, in the course of

observed that the available resources were not distributed
distn'buted evenly among them. For
example, the centers visited in West Armnan
vea have more, and better, resources
Amman area
available to them than do those centers in the eastern and southern parts of the city.
As shown in Table S
5 (below), Princess Basma Comprehensive Health Care center,

which is located in West Amman, bas
has 15
IS physiciam,
physicians, 11 nurses, two midwives, and
four cashiers, while Marj
low-income area, has
bas
Maij al Hammam, located in a relatively k»w>income
only four physicians, seven nurses, and two cashiers. As mentioned previously, the
western part of Amman is an area where most of the high*
high- and middle-income fiunilies
families
reside, while the eastern and southern parts are characterized by middle- and lowincome levels with pockets of abject poverty.
With the exception of some comprehensive health care centers, the majority of
other health care centers and particularly the primary health care centers are in old
buildings that are small in size, with crowded conditions, undersize rooms, and narrow
corridors and stairways that are difficuh
difficult to walk through. The furniture in many of the
visited health care centers is very modest, and in many cases is worn
wom out, the walls are
not insulated, there are no carpets or rugs, air conditioners are not available, and the
only source of heating is portable kerosene heaters. One respondent reported that
when the heater breaks down, we have to write to the maintenance
department at the central office in Amman.
Amman Sometimes we have to wait
from the department, which
three to four weeks to receive a response ftom
usually has a shortage of technicians. Sometimes we fix things
ourselves or have them fixed by local technicians outside the ministry
framework with whom the center head
bead has developed a personal
relationship.
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Another respondent commented that
this building is not suitable as a health care center. The design of the
rooim
rooms and the batbrooim
bathrooms is not suitable. In winter, this building is
very cold. Most ofthe time, the beating
heating !)'Stem
system is out oforder. As
employees we feel cold, as do the clients and patients - particularly
those who come here with children. Also, the bathroom is not well
cleaned and sometimes it is blocked. There is not always a sink
available for us to wash our bands
hands after examining a patient or
inserting an IUD. So, it is not desjgned
designed to be a good health care
center
....The waiting room is not suitable to be a waiting room, just a
center....The
few simple chairs, no rugs available, the tile is not well cleaned.

On the other hand, although JAFPP has
bas a modest number of clinics, the

availability of necessary equipment, medical supplies, exams, and contraceptive

methods, and the quality of its services render the association's
association’s services in high
demand. All visited association clinics were in old, rented buildings - similar to the
ministry health care centers; all clinics obtain their supplies from headquarters storage.

Most of the clinics were modestly furnished and heated by kerosene heaters.
beaters.

Equipment
At the visited ministry health care centers and JAFPP clinics, basic medical
instruments, tools, and supplies such uas sufficient lighting, medical gloves,

stethoscopes, blood pressure gauges, scales, examination tables with stirrups, privacy

screens, specula, ultrasound, and Pozzi forceps for insertion and mmval
removal ofIUDs
were available at the time of the visit. Although these basic instruments and tools
were available in the visited health care centers and clinics, there was inconsistency
incomistency in
terms of availability of
o f certain equipment items
hems such as ultrasound and computen.
computers.
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The shortage of
o f equipment constitutes a critical barrier to their recruiting imre
more
family planning users. As one MCH doctor commented,
Our pregnancy exams are not adequate because pregnancy exams
require ultrasound equipment. Unfortunately, this equipment m
is not
available at all the primary health care centers. They are only available
at the comprehensive centers. Ultruound
Ultrasound is so important because we
need to know whether the child is growing or not during the pregnancy
period, and we need to know bow
how the placenta is. The only things we
examine here are whether the dimension of the uterus is appropriate for
the stage of pregnancy, the fetal heart rate, and whether the fetus is
alive or not
....So, the pregnant woman who is well informed about
not....So,
pregnancy and the value of ultrasound will not come to our center, she
will go either to private doctors or to any health institution
imtitution that will
provide her with full information about the exact status of her
pregnancy, or she will go to the comprehensive health care center,
where ultrasound is available.

Although both organmtions
organizations operate in a traditional environment, where much

modern technology has not reached and affected local communities, some new
technology bas
has found
found inroads. Many informants reported that modem equipment

becomes vitally important to clients - particularly &mily
family planning users - and has
bas a
significant impact on their choice of
o f heahh
health care facilities. Respondents reported that a
typical question asked by clients is, "FT
“FTandikum
andlhnn tilMzyQn
tilivizyiil (Do you have ultrasound)?
correctly.” It was reported by many
I want to make sure the IUD is inserted correctly."

respondents that the main reason for low enrollment, as compared to JAFPP, in the
ministry &mily
family planning program is the lack of availability of
o f ultrasound equipment.
In addition to ultrasound, computemation
computerization is another filctor
factor that bas
has a

significant impact on the performance of ministry health care centers. In all health
care centers visited, computeri7.ation
computerization is Jacking
lacking at all levels, rendering appropriate data
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hard to obtain. In the centers, all data recording including that for reproductive health
and family planning services is do~
marnwlly.
done manually.
The shortage of appropriate and necessary equipment and the inadequate

physical inftastructure
infrastructure not only impact the quality of
o f all health services provision,

including family planning, but have also left their mark on the human resources of the
health care centers. The lack ofultnsound,
ultrasound, computerization, and shortage of modem

contraceptive methods have continually plagued center staff and have curtailed their
ability to deliver appropriate family planning services.

In contrast, all the visited JAFPP clinics have computers, ultrasound, and
medical equipment sterilizing machines. Ultrasound is used for pregnancy exams,
IUD insertion, and other reproductive health issues.

Management Information Systems
It is widely acknowledged that a management information system is an
funding. Recipients - particularly
essential element in attracting external financial fimding.

nongovernmental organizations - of such funding have to demonstrate to international
donors their effective capacity of
o f management and human resources before the donors

make any further commitment or additional funding to expand ongoing activities
(IPPF 1997b, 7).
- with the exception of some ofthe
Most of the ministry health care centers -with

comprehensive health care centers - lack such monitoring equipment and management
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information systems. It was observed that alm>st
almost all daily activities and monthly
reports were recorded manuallymanually - in written form - at these centers.
On the other band,
bas a desktop computer,
hand, in IAFPP,
JAFPP, although each clinic has

there is no computer network that links all the clinics together. In cooperation with
IPPF and the European Union, the association was able to develop a clinical
management information system at the central office. As it stands now, Arabic
language software is being used in the association clinics. The software is capable of
generating reports and analyzing clinic fineoces
finances and performance (IPPF 1997b, 8). It
was reported that the new system helps the association improve service provision,

commodity supply, and supervision.

Human Resources
As we have seen, a comparison of
o f the physical infrastructure ofMOH/MCH
of MOH/MCH

and JAFPP is problematic; comparing their human resources is even more difficult.
The issue of multiple vs. single purpose once again arises. The employees of
o f the
health care centers have to work in a strong traditional environment with multi
multi-

purpose tasks.
The data gathered ftom
from the selected health care centers and clinics exlu"bited
exhibited a
wide variation in the numbers of
o f medical staff. As shown in
m Table S,
5, below, the total
number of medical and paramedical staff at the selected seven ministry heahh
health care
centers
is 151, while the total number at the selected JAFPP
IAFPP clinics is 20. Variation
centersis
also exists between the number of
o f staff at the comprehemive
comprehensive and the primary health
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care centers. For example, the total number of staff at Princess Basma
Basina comprehensive
health care center is 32, ofwhich 15 are physicians, 11 are nurses, 2 are midwives, and
4 are receptionist/cashiers. In conuut,
contrast, the total number ooff staff at Marj al lfarnrnarn
Hammam
primary health care center is 13, comprised of 4 physicians, 7 nurses, and 2

receptionist/cashiers.
This variation between the two types of centers is due to their size and

function. Princess Basma, North al Hashemi, Abu Nseir, and al Hussein are
comprehensive health care centers. They house a wide variety of specialists such as
internal medicine practitioners, orthopedists, ophthalmologists, dermatologists, and

Table5
Table 5
Corrplison
CofTparison of Staff at Selected MOHIMCH
MOH/MCH Centers and
Clinics
aid JAFPP Cinics
Center/Clinic
CenterfCllnlc
MOH/MCH
PtllHWDI
Basma
Princess BasrY8
Nath
lashem
North al
al IHashemi
Abu Nseir
Abu
Al ttJssein
Hussein
f.J
Mai] al Haman
Hammam
Marj
Eastai
Weibdeh
East
al VVeibdeh
WadiaiHadadeh
wadalt-adadetl
Totals
Tat.all

JAFPP
JAEEe

Ashrafiyeh
Hussein
Mahatta
Mahata
Q1reismeh
O eism eh
Wadi al
ai Seer
wadi

Tvm/DateEstalx
Typeplt!ltab.
Comprehensive/1965
Qrnpnil
allivef1985
O:mpehel
Compreheranre/1987
18ivef1987
Comprehensive/1968
0:mpehell8ivef1988
Comprehensive/1961
Compaetallivei1981
Primary/1909
Prinay/1989
Prirray/1980
Prinay/1980
Primary/MCH/1962
Prinay,MCH1982

32
28
34
27
Z1
13
12
5

111
161
Cfinic/1966
Clirid1988
Cirir/1973
Clinic/1973
Cirir/1985
Ciinic/1965
Clinic/1994
Ciric:11994
Clinic/1995
Clric:11995

.....,

...,

Talll
Total_________________________ Recent/
CnW«
SWT
Doctors Nina
N unw IWSW
MMfSW Callllla
Damn

15
9
13
11
4
3
1

11
14
15
12
77
5
2

66

66
18

•

2MW
'lNfN
2MW
'lNfN
2MW/1SW
'lMN/191/
1MW
0
2MW
'JN#N
1MW
11

4
3
3
3
2
2
1
18
11

4
1
1
1
1
1
4
1
1
1
1
4
1
1
1
1
4
1
1
1
1
4
1
1
1
Sources: Records at Selected MOH
MOH Centers and JAFPP Clinics
Clii
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maternal and child health and fiunily
family planning practitioners. These centers have
different types of medical equipment such as ultrasound and x-ray, and laboratories.

In contrast, Marj al Harnrnam,
Hammam, East al Weibdeh, and Wadi al Hadadeh are
primary health care centers. They have fewer staff;
staff, less equipment, and a relatively
small infrastructure. These centers provide basic preventive health care, maternal and

child heahh
health care, and fiunily
family planning.
On the other hand, variation between JAFPP clinics is quite minimal.
minima.I. As

shown in Table 5, medical staff is evenly distn'buted
distributed among the five clinics. Each
clinic has one female physician, one nurse, one social worker, and one receptionist. It
is worthy to note here that the physician in each clinic bas
has two main functions: in

addition to her job as a family planning physician, she also works as head of the clinic,
ensuring that all daily activities of the clinic run smoothly. While all the JAFPP clinic
beads
heads are female, at the ministry health care centers they are all male.
The large variation between the number of staff'
staff at the health care centers and
clinics does not mean that the Ministry of Health provides more family planning
services than does JAFPP. The differences in number can be explained by the
multipurpose objective of the health care centers.
Since fiunily
family planning is an integral part of maternal and child health, in
addition to their full schedule of MCH services, physicians, nurses and midwives
provide family planning and public health services as well. Some respondents

reported that when one of their colleagues is absent, the MCH staff bas
has to fill the gap.

In each center, the midwife is responsible for treatment of women's
women’s and children's
children’s
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diseases, immunizations, prenatal care, mmily
family planning users, receiving and storing
contraceptive supplies, preparing
pieparin& the daily and monthly reports of
o f center activities in

MCH and fiunily
family planning services, and providing family planning counseling. A
multi-task job such as that may not only be considered justifiable grounds for
complaint, but adversely affects the midwife's
midwife’s ability to do her job well.
well In fact,
feet, in
observing visited health care centers, one can see the staff struggling with the
muhiple tasks. One midwife observed that she was unable to take a onepressures of multiple
week vacation because she could not find an alternate to replace her during her
absence.
The rapid expansion of health care centers by the Ministry ofHeahh
of Health has not
only exacerbated the scarcity of resources and supplies, but bas
has curtailed the
ministry's
ministry’s ability to staff these newly established centers with medical and
paramedical employees and to provide adequate training for them. According to a
UNFP
A report, the ministry has an acute shortage of female physicians - for whom
UNFPA
there is high demand, registered nurses, and midwives (UNFP
A 1992,
(UNFPA
1992,28).
28). The
inadequate work environment coupled with a lack of
o f incentives, low salaries, and little

respect have reduced staff commitment and motivation to improve performance
(Misra
et al. 1982, 158).
(Misraetal.

In contrast, the staff of the Jordan Association for Family Planning and
Protection bas
has a simple mission and focus, as mentioned above: to promote
reproductive heahh,
health, particularly family planning. Ahhough
Although the number of medical

and paramedical staff is small - approximately 70 - it is evenly distnbuted
distributed among all
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association clinics. Each clinic bas
has a staff of five, all female. When one ofthe staff is
absent or on vacation, an alternate staff member is in most cases available.
The heart of
JAFPP's o,ganimt~nal
ofJAFPP’s
organizational system is a female staff approach. All are
well educated and young. In a traditional Muslim country, female medical am
and
paramedical personnel who practice fiunily
family planning can interact more effectively with

female clients than can male practitioners; they can discuss the reality of
o f their daily
lives, building rapport and understanding, and provide support for JAFPP's
JAFPP’s fiunily
family
planning program.

Generally speaking, the main characteristics and qualifications of
o f the staff in
visited ministry health care centers and JAFPP clinics are relatively similar. They are
young to middle-aged, ranging from 21 to 45 years of
o f age. More than 90 percent of

the staff hold an academic degree related to their
job's qualifications. All physicians
then job’s
have an MD degree; the majority graduated either from Eastern Europe or from the
former Soviet Union. Most of
o f the nurses, midwives, and social workers have a
community college degree related to health care.

Training
It is widely recognized that training is a salient factor
m an organization's
organization’s
tictor in

performance at all levels. Studies have shown that training and regular meetings
appear to contnbute
contribute significantly to better and more effective staff performance
(Askew 1989,
193). As bas
1989,193).
has been observed, if the staff is not suited for its work, one
should raise questions about patterns of recruitment; ifthe staff is ill prepared, one
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should raise questions about the quantity and quality of training (Misra et al. 1982,
222).

In all visited JAFPP clinics, the majority of the medical and panunedical
paramedical staff
reported that they bad
had received family planning training, either as a part of their

academic medical curriculum or at workshops and seminars during their working
experience. JAFPP places a strong emphasis on staff training; various trainings are
provided in a broad range of categories, including contraceptive methods, counseling,
family planning in Islam, and sexually transmitted diseases. The trainings are
provided not only for JAFPP staff, but for other organi7.ations
organizations as well. At the internal
level, JAFPP staff attended 36 local workshops in 1994 and 51 in 1995. In addition,
some of the association physicians attended a total of 34 workshops held abroad in
1994 and 1995. The association also provided family planning training for 39
physicians and 108 nurses from other organil.ations
organizations in 1994 and for 16 physicians and
284 nurses in 1995 (JAFPP 1996b, 17). Although JAFPP internal studies have
indicated that the association's
association’s training program bas
has been quite successfu~
successful, no
independent studies have been conducted to evaluate whether these trainings have
actually improved staff performance at the clinics.

In contrast, the Ministry of
o f Health has no fixed training plan either for the
health care staff as a whole, or for the Maternal and Child Health/Family Planning
staff:
staff The existing training program is relatively weak. As one MCH/FP physician
noted,

Most of the doctors in the Ministry of Health are still using the
information they learned in the university. Some have knowledge that
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is now obsolete, and they don't
don’t update their knowledge about new
innovations in medicine. Many government doctots'
doctors’ information i,
is
more than ten years old. This is in all areas, not just maternal and child
heahh or fiunily
health
family planning. For myself,
don’t prefer to go to
mysel( I don't
government health care. I will go somewhere else. The doctors don't
don’t
attend medical confi:rences,
conferences, they don't
don’t follow up on new research in
medical journals. Even these journals are not available.

Moreover, decisions regarding who is chosen to attend trainings locally or
abroad are based on discretion, rather than on merit or on program need. It has been
reported that those employees who are closer and more loyal to the central office or to

high administrators or who have contact with international donor agencies may have
more opportunity than others to attend training programs. For example, the MCH/FP

physician further commented that
... if there is any personal relationship between a doctor and the
director, he may have the chance to get what he wants, regardless
regardJess
of who is more qualified. So, training, hiring, tenure, and
promotion are in many cases influenced by personal relationships,
friendship, and fiunily
family ties.

Education and Information about Family Planning
Information, education, and communication are considered the cornerstones of
successful family planning programs. Awareness of and familiarity
fiuniliarity with available
contraceptive methods is vitally important -• particu)arly
particularly in the initial stage of
o f the
program wherein information is scarce and misconceptions regarding the concept of
family planning abound, amidst strong cultural and
ml religious values.

Both MOH and JAFPP have client education and counseling as components in
their programs, but with a different degree of emphasis. Within environmental
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constraints and scarcity of
o f resources, the visited health care centers and clinics strive
to present to their clients as clear a picture as possible
poSSible about the family
fiunily planning

services offered.
At the ministry health care centers, printed educational materials such as
pamphlets, brochures, and posters are aJmost
almost nonexistent; rather, the midwives used

samples of each available contraceptive method when informing clients. These
discussions usually took place in the exam room which, in most cases, also served as
the MCH physician's
physician’s office. The lack of educational materials at the disposal of the
health care center staff may be explained, in part, by the ministry’s
ministry's reliance on mass

media - primarily television and radio, which are government owned - rather than on
printed materials for expanding awareness about family
fiunily planning services. The
ministry cooperates with the National Population Commission and the Ministry of

Information in this regard. Through public radio and public television, the Ministry of
Information broadcasts educational programs about family planning services.
The Jordan Association for Family Planning and Protection has been carrying
out a well-established information and education system to expand the awareness of
Jordanian citizens about family planning. Most counseling and interpersonal
communication is carried out by the social worker at each clinic. Through this
mechanism, the association bas
has been able to establish a good rapport with the
communities near its clinics and thus has been able to play a major role in increasing
incRasing
overall demand fur
for and dispelling misconceptiom
misconceptions about family
fiunily planning services
1992,38).
(UNFPA 1992,
38).
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At the visited JAFPP clinics, appropriate and necessary fiunily
family planning

educational material is available, including pamphlets, brochures, booklets, leaflets,
and posters about fiunily
family planning and reproductive health. It was observed that at the

entrance of each visited clinic a large poster was mounted on the wall This poster
lists women's
women’s health care rights, such as the rights to confidentiality, privacy,
informed conse~
consent, choice, to have access to fiunily
family planning services, and the right to
know. In the waiting room of each clinic, there are printed materials and another large
poster about the modern
modem contraceptive methods available at the clinic. In addition, a

television is mounted on the wall of
o f the waiting room of each clinic on which a
videotape in Arabic presents information about fiunily
family planning methods in a manner
appropriate to the cultural and religious environment.
Contraceptive methods are chosen on the basis of informed decision. After a
full explanation of the advantages, disadvantages, contraindications, and potential side

effects of each of the contraceptive methods, the client bas
has the capacity to make an

informed choice.
Each JAFPP clinic has
bas a counseling room, where the social worker counsels
clients about fiunily
family planning, using actual samples of each method offered and
illustrations and discussion of how they are used. In contrast, there are hardly any
client education materials - printed, audio-visual, or posters - available in the waiting
rooms of the visited health care centers. The majority of
o f the visited health care centers
had no separate counseling room.
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Although establishing awareness about fiunily
plaming services i1
family planning
is a

collaborative effort between governmental and nongovernmental organizations,
is
0'83"mrtions, it i1
problematic to determine the extent of each sector's
sector’s contnoution
contribution to this eftbrt.
effort

Figure 2, below, illustrates the dynamic mutual learning
o f family
leanung experience of
fiunily
planning knowledge and attitudes, the complex interactions of which render it
impossible to measure each source's
source’s contn"bution
contribution to peoples'
peoples’ knowledge and attitudes
about family planning services.

Figure 2
The Dynamic offamily
of Family Planning Information, Education, and Communication
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Resuhs
Results of the October 1997 Survey of Knowledge, Attitudes, and Practice of
“three out of four women in the country have
Family Planning in Jordan indicate that "three
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seen something about family planning '>n
on television"
television” within the six months previous to
the survey. Sixty percent ofthe women wm
who listen to the radio recalled that they had
bad

heard something about mmily
family planning (Underwood 1997, p 22).
The Jordan Population and Family Health Survey of 11997
m indicated that

knowledge of family planning methods is ahmst
almost universal in Jordan: 100 percent of
the women interviewed knew of at least one contraceptive method; 99.9 percent knew
about IUDs;
lUDs; 99.8 percent bad
had knowledge about oral contraceptives; 91.9 percent knew
about injectable contraceptives; 31.8 percent knew about Norplant; 71.S
71.5 percent knew
about diaphragms and spermicide foams and jellies; 84.4 percent knew about
condoms; 96.2 percent knew about female sterili7.ation;
sterilization; and 30.9 percent knew about
male sterilization (Department of Statistics 1998,
7).
1998,7).

As exlubited
exhibited in the model above, it would impossible to determine how much

MO
a JAFPP, and other organizations contn'bute
MOH,
contribute to the knowledge of contraceptive
methods in Jordan. The 1997 survey did not address the question ofhow
o f how the
respondents knew about family planning. Some respondents stated that they knew
about family planning services from neighbors or relatives. The structure of Jordanian
society rests on immediate and extended family, kinship, and community. It is likely
tbat
that relatives, friends, ancl
and neighbors contn'bute
contribute significantly to increasing individual

awareness in areas such as family planning.
f MOH/MCH and JAFPP to
In a nutshell, it can be said that the contribution
contnbution oofMOH/MCH

increasing awareness about family planning is not measurable because client
knowledge and attitudes are iotluenced
influenced by many interrelated variables, and because
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there is a lack of verifiable knowledge regarding where the client's
client’s fiunily,
family, neighbors,
and friends obtained their own information and knowledge. Moreover, since the early

1990s, many other governmental and nongovernmental orgmdmmns
organizations - such as the
Royal Medical Services, the Arab Women's
Women’s Association, and the United Nations
Relief and Works Agency - entered the field of family planning in Jordan.

The Contracwtive
Contraceptive Supply System

The availability of a mechanism to ensure a steady supply of contraceptive
methods is an essential factor in attracting family planning clients and encouraging

them to continue using center/clinic services. The contraceptive supply system refers
to the system of management, recording, and reporting of contraceptive methods

received and dispensed by the clinics and health care centers. Both the Ministry of
of
Health and JAFPP have a supply system; the two systems vary widely in their
strengths and weaknesses.

One of the main factors behind JAFPP's
JAFPP’s success in the provision of fiunily
family
planning services is the durability of
o f its supply system. A tenet of the program holds

that without a consistent and dependable supply, quality of service cannot be
maintained. As the JAFPP executive director commented, "No
“No matter how modem

the clinic or how well it is organize.d,
organized, without an effective supply system for its
medical and contraceptive supplies the quality of services cannot~
cannot be maintained, and
the clinic will decline".
decline”.
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In each JAFPP clinic, the contraceptive supply system is managed by the social

worker. In addition to their task of
o f providing fimily
family planning coumeling,
counseling, all ofthe

association social workers interviewed reported that one of their main responsibilities
is to ensure that a sufficient quantity of
o f contraceptives are always available at the

clinic. Each month, the social worker must conduct a physical inventory, record how
many of each method were received and dispensed, and then calculate projections of

the clinic’s
clinic's needs according to the following fixed formula: for each contraceptive
method, the month's
month’s average comumption
consumption rate is multiplied by 2; from that total, the

stock on band
hand at the end of the month is subtracted; then the resulting number is
entered onto the clinic's
clinic’s monthly supply order. She then sends the order to the supply
office at the association's
association’s headquarters.
In the Ministry of Health, the contraceptive supply system is integrated with
the ministry's
ministry’s general pharmaceutical supply system. Therefore, it inherited all the

weaknesses and routines associated with the general system: poor communication and
coordination between the warehouses, cente~
centers, and departments. The limited range of
types of contraceptive methods at the disposal of the health care centers may represent
a serious constraint on the performance and success of
o f the ministry's
ministry’s fiunily
family planning

program. As in the case of pharmaceuticals, many beahh
health care centers frequently run
out of contraceptives. As one respondent descn'bed
described the existing system:
no system at aJl
alL They
Actually, the supply system at the ministry is DO
don't
don’t know when to order, how
bow to order, who will order, how
bow to
‘I will see how
calculate the order. One midwife says, 'I
bow many clients
came to the clinic last year, and I will add ten percent.’
percent.' The midwife
‘No, we see how much the last order was for,
at another center says, 'No,
then we add ten percent.'
percent’ It is not a supply system, it is a guessing
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‘I guess I need this am>unt
amount of
o f this contraceptive, and that
system: 'I
amount of that contraceptive.'
contraceptive.’

In 1997, an American contracting agency with USAID, John Snow Inc.,
conducted a situational analysis of
o f the Ministry of Health logistics system for supply
of modem contraceptive methods. The agency found that 2S
25 percent of the visited
health centers had at least one contraceptive method not available; 3S
35 percent of the
health directorates bad
had shortages of oral contraceptives, condoms, and IUDs. The
study also found that at 68.3 percent of the health
heahh care centers and 73.8 percent of the

health directorates, the physical inventory of
o f available contraceptives in storage did
not match the registered records. Moreover, the monthly report at 35.S
35.5 percent of
heahh
1-4).
health care centers was not accurate (John Snow, Incfgt. 1997,
1997,1-4).

Section Three: Comparison of MOB
MOH and JAFPP Family
Planning
Familv Plaanillg
Service Deliven
Delivery

The ideal approach in establishing a comparison of
o f performance of service
delivery between the Ministry of Health and the Jordan Association for Family
Planning and Protection would be the use ooff cost effectiveness analysis, because this
technique supplies us with the foundation to measure not only how much each
organi7.ation
organization delivered, but also at what cost.
cost The approach does not provide us with
all the answers to understand organizational performance in genera),
general, but it does

provide a set of tools and techniques to make comparison easily accessible.
acces.gole.

However, the cost effectiveness approach is not applicable to this research and
is too ideal, because obtaining reliable information on each of
o f the &mily
family planning
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programs'
programs’ expenditures is problematic; the data on cost and cost recovery of
o f family
planning services at the Ministry of Health is almost nonexistent. There is no national
health accounting entity to provide information about health expenditures. Many

citizens who are eligible for public insurance have multiple coverage (World Bank
1997a, 11).

The lack of a computemed
computerized network with a centralized management
information system at the ministry renders it difficult to track each client and the type
and number of services actually used. The issue of using cost effectiveness as a tool is
made more complicated by differing interpretations of the concept of'new
o f‘new users'.
users’.
For the ministry and JAFPP, 'new
‘new user'
user’ does not mean only the client who
uses a particular contraceptive method for the first time; it bas
has other dimensions of
meaning. If the client switches from one method to another, she will be considered a
new user for the new method. For example, if a client switches from an IUD to oral
contraceptives, she is considered a new user. If a client transfers to, or uses the
services of;
of, another health care center/clinic, she will be registered as a 'new
‘new user'
user’ - a
client can visit more than one health care center, and can be registered as a 'new
‘new user'
user’
in each. A woman may have registered in a JAFPP clinic because of the high quality

of services, or she may have gone to a MOH/MCH center because she can receive
contraceptives free of charge.
Another problem is the operationalmtion
operationalization of the term 'continuing
‘continuing user'.
user’. As
defined by one international donor agency representative, 'continuing
‘continuing user'
user’ refers to a
client who receives a renewal of
o f the same method be
he or she is already using.
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However, in practice, the two organmtions
organizations erroneously use the term interchangeably
to refer both to those who come for a renewal and to those who come for a checkup
visit without receiving a
descn"bed by the
a new product.
product The problem was best described

representative:
...
if you visited a health center, let's
...if
let’s say you bad
had a complication with
the IUD, then you were put down as a continuing user of the IUD. I
said, "What
“What does that mean to you'!"
you?” "It
“It means a visit."
visit.” In many
countries, they don't
don’t use 'new
‘new user'
user’ and 'continuing
‘continuing user’,
user', they use
'visit'
‘visit’ and 'revisit'.
‘revisit’. But, they didn't
didn’t want to do that here in Jordan.
They said, "We
'continuing user.’”
“We like 'new
‘new user'
user’ and ‘continuing
“Okay,
user.'" I said, "Okay,
just make sure you know what information you are looking at, because
'user'
product." In other words, we
‘user’ means they must be getting a product.”
expect IUD continuing users to be a tiny bit less than one percent.
Once it is inserted, you change it only after 3 ½
14years. So, the client
visits during this 3 ½
14year period are only that --visits,
visits, and revisits...
revisits ...
. ....We
. .We know as we look at the statistics coming in from the centers,
if we see 'IUD
‘IUD continuing',
continuing’, they don't
don’t understand this definition.
They're
users' people who just ‘revisited’,
They’re still putting in as 'continuing
‘continuing users’
'revisited',
had a complication, checked with the doctor. This is not the definition.
This definition is clear only if you get a product
product.
This situation results in inflated and inaccurate numbers of new and continuing
users, caused by double counting in some centers coupled with underreporting in
others. In these circumstances, it is almost impossible to utilize the cost-effectiveness
approach as a means to cany
carry out an accurate comparison of service delivery between
the Ministry ofHeahh
of Health and the Jordan Association for Family Planning and Protection.

Consequently, a comparison of new users was adopted as an alternative
approach. The underpinning of
o f this approach is to quantify and compare the number
of new users recruited by each organimtion
organization during the period 1992-1997. Although
this alternative approach does not provide a perfect picture
o f the service delivery of
i>icture of
the two organizations, it does provide a snapshot of the two organmtions'
organizations’
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performance on an important outcome measure that is good enough to draw
conclusions about what may enhance their
then operation and functions.

Table 6 (below) represents statistical data about new users recruited by
selected health care centers and clinics belonging to the MOH/MCH and IAFPP
JAFPP
during the period 1992-1997. In this period, the selected centers and clinics provided
modem contraceptives to a total number of
43,646 new users. Of this figure, the
o f43,646

Table6
Table 6
Performance: The Numbers of New Contraceptive Users
Recruited by Selected MOH Centers and JAFPP Clinics
MOHMCH
IDIIIJt
Year
Y•

Taal
Total
NA
621
91)
900
449
1371
1715
all
9066

1\1)
IUD

Condemn v.
PIii
PMe 0:nbnl
s.
V.&

1902
1!:82
NA
NA
22B
15m
1993
343
D
1~
1994
663
275
em
1996
1~
144 m
253
SB)
1998
1996
4m
560 403
1917
1997
771 549
Totals
2471 17111
Tdall
1708
241'1
(V.S.: \Ja(jrH
Vagnai -lliddas)
SpemkiclBG)

NA
S)
50
172
42
336
311
392
994

..
m

NA
NA
NA
10
70
3
83

JAFPP
JW PP
Total
Tdll
8634
8S34

Ill)
HJD

4664
84
6366
JObO
as 39
5191 3412
6666 318
3606
&!B6
6187 3246
5627 3283
&I
3263
3BBB0 219111
311111
21908

PWs Candrl1•
Condoms V.
V.S,
PIii
S.
3179
a
826
43
1717 ED3
606
443
911
745
12'2
746
122
1222
122'2
1311
346
Z)1
1370 1370
201
11(8
879
819
1106
279
MM
9278
9 UU9
ID8
1434
101

-

Derived &om
from Tables 7-10, below

selected MOH health care centers served a total of
o f5,056
5,056 new family planning users,
which accounted for approximately 11.6 percent of the total number served, while

JAFPP's
JAFPP’s selected clinics served 38,590 new users -approximately
- approximately 88.4 percent of the
total

Organizational inefficiencies, such as a shortage of physicians trained in fiunily
family
planning services and a poor management information system, coupled with
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underreporting or inaccuracy in data reporting (approximately 95 percent of the

ministry's health care centers Jack
ministry’s
lack computerimion
computerization and thus must rely on daily and
monthly manual reporting) may explain some of this poor showing in number of
o f new

users recruited by the Ministry of Health centers when compared to those recruited by
JAFPP.
As shown in Table 6, MOH evidenced a gradual increase in delivery of

modem
modern contraceptive services during the six-year period. The number of fiunily
family
planning users enrolled in the selected ministry health care centers rose from 621 in

1993 to 1,
71 S in 1997. This substantial increase within the five-year period could be
1,715

explained, in part, as a result of the new government's efforts to promote fiunily
family
planning services after the government adopted its population
popu]ation policy in 1996.
On the other hand,
band, although the total number of users recruited in the period

1992-1997 was greater, by fir,
far, at JAFPP clinics, the table shows that these clinics

witnessed an overall decline in the total numbers of users. The total number of new
users dropped from 8,634 in 1992 to S,S21
5,527 in 1997.
Several JAFPP respondents reported that the decrease in the number of new
users by the association clinics could be attributed to several factors. First, as

mentioned previously, the MOH has expanded its provision of family planning
services. In 1996, many health care centers began providing IUD services, the method
most in demand. Second, several other nongovernmental
nongovemmental organizations - including

UNRWA, the Arab Women's
UNRWA,
Women’s Association, the Queen Alia Fund, the Noor al Hussein
Foundation, and the Soldier Family Association - began providing family planning
Foundatio~
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services. It is worthy to note that since the late 1980s, provision of fiunily
family planning
has become attractive for international donor agencies; therefore, several

nongovernmental orgmmations
organizations in Jordan added a family planning component
conqwnent to their
activities to attract more international donor funds. Thus, there are more agencies
competing for JAFPP patients.
Third, the decline bas
has been attnouted
attributed to the economic situation in the country.

Since 1987, Jordan bas
has been in a deep economic depression, which bas
has left as much as
30 percent of the population under the poverty line (income of
o f approximately $164 per

month). This economic factor bas
has forced many in need of family planning services to
seek inexpensive or free services, such as those provided by the Ministry of Heahb
Health
andUNRWA.
and UNRWA.
However, despite its limited resources, JAFPP is still one of the leading
organizations in the provision of
o f family planning services. With only twenty clinics,
the association provided 30 percent of the nation's
nation’s family planning services in 1990
and 24 percent in 1997.
Table 7, below, presents data gathered by the Jordan Demographic and Heahh
Health
Surveys in 1990 and 1997 on the source of supply for modem
modern contraceptive methods.
The table clearly demonstrates that the association and the private sector are the
predominant sources of supply for modem contraceptive methods in Jordan. The table
indicates that in 1990 JAFPP provided 30 percent of modem contraceptives
nationwide, while the MOH/MCH provided 24 percent; the remaining 46 percent were
provided by the commercial private sector, as follows: physicians 20 percent,
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pharmacies 15
IS percent, and private hospitals 11 percent (Department of Statistics
1992a, 47). In 1997, JAFPP provided 24 percent, MOH/MCH 24 percent, and the
private sector 41 percent; the remaining 11 percent of modem contraceptive methods
were supplied by newcomer NOOs
A, Arab Women’s
Women's Association, the
NGOs such as UNRW
UNRWA,
Queen Alia Fund, Noor al Hussein F"undation,
Families' Association
Foundation, and the Soldier Families’
(Department of Statistics 1998,
10).
1998,10).
As shown in Table 7, the greatest demand is for IUDs. In 1990,
S6.6 percent
1990,56.6
of female family planning users chose IUDs, and the percentage increased to 61.4
percent in 1997. The demand for oral contraceptive pills remained relatively stable, at
17 percent. Condom users increased from 2.82 percent in 1990 to
tl' 6.46 percent in
1997; spermicides dropped from 2.04 to 1.39 percent; injectable methods rose from
zero to 1.92 percent, and sterilitation
sterilization dropped from 21.39 to 11.13 percent in the same
period.

In 1990,
48.9 percent ofIUD
1990,48.9
of IUD users received their services fromJAFPP,
from JAFPP, 37.6
percent received their services from the private sector, while only 11.S
11.5 percent
received their services from the public sector as a
a whole. The preference for IUD
services gives JAFPP the predominant role in supplying modem contraceptive
methods. Moreover, the emphasis of certain contraceptive methods over others may
o f new users recruited by an organimtion.
organization. As
have a significant impact on the number of

shown in Table 7, prior to 1996 the ministry emphasis was on oral contraceptives and
sterili7.ation,
sterilization, while JAFPP emphasized IUDs and oral contraceptives, the two methods
most preferred by Jordanian women.
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In tenm
terms of sterilization, 73 percent took place in government hospitals. It is

worthy to note here that female sterilimtion
sterilization can be legally pertbrmed
performed in Jordan only if
the mother is over 35 years of age, if she has
bas at least 4 children, ifthe doctor
recommends it, and if the husband consents (Department of
o f Statistics 1992a, 1998).
In contrast, as shown in Table 7, the percentage of IUD users in JAFPP declined ftom
from

48.9 percent in 1990 to 35.7 percent in 1997.
Tables 8 and 8-1 present the numbers of new and continuing IUD users in the
period 1992-1997 at the selected health care centers and clinics of the two
organ.i7Jltions
organizations under study. A quick g.lance
glance at the data in these two tables allows one to
conclude that JAFPP clinics demonstrate superior performance to the ministry health
care centers. In this six-year period, the selected JAFPP clinics recruited 21,909 new
IUD users, while the selected MOH centers recruited only 2,471.
Before 1992, data on the ministry's
ministry’s health care centers'
centers’ performance with
regard to modem contraceptive methods was minimal. In the sampled centers, there
were no daily or monthly reports before 1992. As shown in Table 8, under the
columns headed 1992, no IUD services were provided in these centers. This lack can
be attributed to several causes: first of all, at that time the Jordanian government had
bad
standard procedures, for providing Jiunily
family planning
no explicit policy, nor any stsocJvrl

services.
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As discus.,ed
discussed previously, the first formal and explicit strategic population
policy was promulgated and adopted in 1996. Seco~
Second, there was a shortage of
o f trained
family planning physiciam,
physicians, particularly those trained in IUD insertion. Most
importantly, there was a shortage of
o f female physicians. Most Jordanian women
- the
women-the
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majority of
o f whom are MuslimM uslim- prefer a female doctor, particularly for &mily
family
planning services and most particularly for insertion of IUDs, the method most often

selected.
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Tables derived from

Tables 9 and 9-1 present the numbers of new and continuing users of oral
contraceptives recruited by the MOH selected health care centers and JAFPP clinics.
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As shown in Table 9, new oral contraceptive users recruited by the ministry health

care centers rose from 228 in 1993 to 559
SS9 in 1997. The most substantial increases
were registered in 1996 (403 new users) and 1997 (SS9
(559 new users).
Table 9-1 shows the number of new and continuing oral contraceptive users
recruited by JAFPP'
JAFPP’ss selected clinics during the same period. The number of new pill
users in these clinics dropped from 3,178 in 1992 to 879 in 1997. Again, this
incremental decrease may be attn'buted
attributed to factors such as the availability of these
methods free of
A, and other nongovernmental
o f charge in the MOH and UNRW
UNRWA,
organizations began providing fiunily
family planning services.
Tables 10 and 10-1 show the number of new and continuing condom users
recruited by the selected health care centers and clinics from 1992-1997. As shown in

Table 10, the health care centers demonstrated modest achievement in recruiting new
condom users; the number of
o f new users rose from 50 in 1993 to 392 in 1997. Many
respondents attnouted
attributed the low number of
o f users to social and cultural factors. The
majority of heahh
health care center clients come from low-income areas and are unfamiliar
with the method.

Table 10-1 presents the numbers of
o f new and continuing condom users
recruited by JAFPP's
JAFPP’s selected clinics. The table shows a significant increase in the
numbers of new users, from 823 in 1992 to 1106 in 1997. Many JAFPP respondents
explained that the difference between the numbers of
o f new users recruited by the
ministry centers and the JAFPP clinics may be attnouted
attributed to the nature ofthe clients

visiting the association clinics. After 1990, many clients of
o f JAFPP were Jordaniaru;
Jordanians
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and Palestinians who returned &om
from the Persian Gulf as a consequence of the IraqIraq*
Kuwait crisis, or from abroad; as a group, they may be more familiar with this method.

Table 10
Oirb,,
Condom Newand~
Newand Continuing llBs
Users
_______ MOH
Centers_______
t.0-ICenln
1992
1994
1995
1&
1996
1993
Cent. NawCCl't
New
New On.
Oont Naw
New On.
New ConL New
Naw On.
ConL
Basma
28
Princess Baana
19
NA
7
WA NA
9
14
NfA 2
l_ tru th «d 1
---------rath
al IMasnern
lasa,
i NA
Nortna
29 58
100
NfA NA
NfA 'ZI
27 53
9
,6biNseir
AbuNseir
15 50 NfA
NA
1
NA NfA
NA
NfA NA
NfA
8
6
W
A
Al
Al ttaein
Hussein
NA NA
1
7
NA
n ia
NfA NA
NfA 41
5
IL
IVaj
Iii & I
11
NA NfA
MaqJ al
a fi:I
i» «---------emman
NA
NA
NA
NfA NA
NfA
NIA
2
NfA
NfA NA
East
al Weibdeh
7
Eastal
27
NA
'D
NIA NA
NfA 12
43 40
6
VYa:l~HedaiM,
Vtedl al Hadadeh NA
2
NIA NA
8
22 24 38
3
NfA
Tolall
Totals
NA
WA NA
42 143
NfA 50
SO 1(2
102 172 215 .a
I I ., llll,
HealthCer&
nKvtn oerter

*

m

1996
Naw
New On.
ConL
88 32
68
70 112
42
.a
SI
57
13 23
3)
38 X
53 123
54
33
338 410

1967
1987
ConL
Naw On.
New
98
1ml
108 96
156
28 158
79 125
34 78
42
71
.a
227
52 'rZ1
87
67
51
3Q2 820
392

Table 10-1
Oondom Nllwand
Newand CtninirG
Confining Ueere
Qnbn
Ulln
JAFPP Clinics
JAFPPQilic:8
Oiric
◦iric

1994
1995
1996
1987
1997
1964
1966
New ConL
Naw
CCl't New
Naw ConL
On. New
Naw ConL
On. New
Naw ConL
On.
Ashrafiyeh
248 744 261
167 572 1e
281 696
885 187
146 382
~
f1Z1
l-llsaein
Hussein
615
282 551 470 787 360 627 243 815
262
5S) 1124 428 871
Mahatta
206
Mmata
D 432 366
385 773 560
10 185
Qrasmeh
QM!ismeh
31
186 173 183
163 324 177 322
NfA
NA NfA
NA NfA
W hdalSeer
140 128
V\lacl
el Seer
NA NfA
NA 1i40
12B 112 175
Totall
1e
zm 11m
2385
Totals
746 1737 1311 2428 1370 2773
1106 2365
from monthly and annual reports ofMCH
Tables derived from
of MCH centos
centers and JAFPP clinics
1992
New CCl't
ConL
407 475
4UT
2~
242 435
174 288
286
WA NA
NfA
NA
NfA NA
NfA
NA
823 1198
1196

1&
1993
New On.
ConL
Naw
246 ees
686
248
221 532
141 G
402
NA
NfA NA
NfA
NfA NA
NfA
NA
em
606 1620

m

m

Tables 11 and 11-1 present the numbers of new and continuing users
usen of
spermicide methods. These methods have been only recently introduced to Jordanian
clients’ unfamiliarity with such
clients. The two tables clearly demonstrate the clients'
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methods; however, Table 11-1 shows that JAFPP's
JAFPP’s clinics recruited more clients than
did the ministry health
care centers.
healthcare

Table 11

Vaginal Spemiade
Spermdde New
Newand
Continuing lJaers
Item
ViVflSI
RI Conning
__________ MJ,tQners
MOH Centers__________
1992
C at
New On.
Princess Bara
Basma
NfA
NfA
NA f'IA
North al IHashem
lasher ri NfA
NA
NA NfA
.6bJNsar
AfauNseir
NfA
NA NfA
NA
NfA
NA
NA
NfA
Al Hussein
"'ttaein
Mar] al Hammam NfA
MEljalHa111an
NA
NA NfA
EastalW
abdeh
NA
East
al 'M!lbdeh
NA NfA
NfA
Wadi al Hadadeh NfA
VVaialHilfada'I
NA
NA NfA
Talala
NA
T a tis
NA NfA
NfA
i Donnuenter
HeatthCener

18
1903
C at
New an.
NA
NfA f'IA
NfA
NA
NfA
NA NfA
NfA
NA NfA
NA
NA NfA
NA
NfA
NA NfA
NA
NfA
NA NfA
NA
NfA
NfA
NA NfA
NA
NA NfA
NA
NfA

1994
1984
C at
New Qn.
NfA
NA NfA
NA
NfA
NA NfA
NA
NfA
NA NfA
NA
NA
NA NfA
NfA
NA NfA
NA
NfA
NA NfA
NA
NfA
NA NfA
NfA
NA
NA NfA
NA
NfA

1967
1985
1998
1997
1996
1996
O a t New On.
New On.
C a t Naw
New On.
O at
2 NfA
NA 21 8 NfA
NA NfA
NA
NA NfA
NfA
NA NfA
NA 7 NfA
NA
NA NfA
NA 2 NfA
NA NfA
NA NfA
NA NfA
NA
NfA
NA NfA
NA NfA
NA NfA
NA
NA NfA
NA NfA
NfA
7 NfA
NA 3.1
NA NfA
NA
33 11 NfA
NA NfA
NA 3 NfA
NA
NfA
NA 3 NfA
NA 4 1 NfA
NA NfA
1 NfA
NA
10 NfA
NA 70 20 3 NfA
NA

Table 11-1
Yaginll Spmnicide
\A0nal
Spermicide Newa,d
Newand Qnining
O atining UBs
Users
NPPQirics
JAFPP CKnics
1963
1964
18
1984
1985
1992
1996
C a t New C a t New On.
C at
New Cat.
C a t New Ca1.
15 56 244 464 46 144 71 98
96
14 41 78 16B
166 29 65
66 82 137
,15
14 45 121 277 47 86 132 181
NA
32
NfA NA
NfA NA
NfA NA
NfA NA
NfA NA
NfA 61
NA NA
NA
NfA NA
NfA NA
NfA NA
NfA NA
NfA NfA
NfA NfA
NA
296 348
907 122 295
346 446
43 142 443 &

1967
1988
1997
1996
C a t New Ca1.
C at
New Ca1.
Asl1afiyeh
3.1
Ashrafiyeh
33 EK)
60 43 68
66
t-taan
23 82 43 95
Hussein
96
Mahatta
m
78
76 81
61 1CB
106
46
Mahala
84
131
64
w
97
OMismeh
Qweismeh
Wad
ai Seer
36
36 38
VYcdalSeer
35
15 35
36
T a tis
Tatall
201 317 279 440
Tables derived from
from monthly and annual reports of MOH
MOH centers and JAFPP clinics

Oiric
Clinic

-•

an.

-

•

Thus, although the Ministry of Health bas
has achieved modest success in
provision of family planning services, this program does not rank highly among the

ministry's
bas focused its efforts on other public health
ministry’s priorities. Rather, the ministry has

153

activities. In cooperation with the private sector, for example, the ministry was able to
reduce the infant
infont mortality rate (IMR)
QMR) &om
from 37 per tmusand
thousand live births in 1990 to 31
per thousand in 1997. The mortality rate of children under five years (USMR.)
(U5MR) was

reduced from 47 per 1,000 in 1990 to 37 per thousand in 1997. The maternal
mortality rate (MMR) dropped ftom
from 80 deaths per 100,000 live births in 1979 to 45
per 100,000 in 1993 (UNICEF 1992,
3-10; UNICEF 1996,
1992,3-10;
1996,3-12;
3-12; World Bank 1997a,
3-7; Jordan Ministry of Health 1998,
17). Another significant achievement by the
1998,17).
ministry was in its immuniz.ation
immunization services: childhood immunizations for DPT

((diphtheria,
diphtheria, pertussis, and tetanus), polio, measles, and tetanus increased from 90
percent in 1990 to approximately 97 percent in 1997. Several studies by international
donor agencies confirm that the Ministry of Health has achieved significant
improvement on these other basic epidemiological indicators.
However, the improvements in the above indicators cannot be attnl,uted
attributed solely
to government effort on maternal and child health activities; other factors include
improvements in education, birth spacing, sanitation, clean water, immunimtion,
immunization, and
health awareness in general.

Summary

This chapter descn"bed
described the organi7.ational
organizational structure ofthe two o~ani1arinus,
organizations,
comparing their respective resource bases and their success in recruiting new
contraceptive users. The comparison clearly demonstrated that the Jordan Association
for Family Planning and Protection provides significantly more fiunily
family planning
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services and manages its resources more efficiently than does the Ministry of Health.
This variation between the two organimions
reason.,. First, being
organizations is a result of many reasons.
a nongovernmental organmtion
organization with a minimal political appearance gives the

association the advantage of moving freely among Jordanian communities with
minimal political constraint. Secondly, having a clear mission, coupled with a simple
organizational structure -with
- with fewer layers of bureaucratic transactions and a specific
target population - enables JAFPP to stay on course, with focus. Third, with good

management and the availability and best use ooff resources, the association was able to
provide good quality services and thus attract more clients. Fourth, establishing
familiarity over time: the association developed a strong reputation by building
rapport with local communities and being a good source of family
fiunily planning services.
Finally, in addition to indirect government support - particularly through the first
stage of development - IAFPP
JAFPP was able to attract international donors and receive a
great deal of financial and technical assistance from many international organizations

such as IPPF, Pathfinder, UNFPA, the European Union, and USAID.
Nevertheless, it would be wrong to assume
JAFPP’s accomplishments
wume that JAFPP's

have been achieved apart from government support and solely by the association.
Since its inception in 1964, the association has
bas been raised under the government’s
government's
care to do what the government was not able to do. As will be seen in the next
chapter, the pervasive, harsh environmental pressures
pres.,ures on the government forced it to
give a green light to JAFPP to provide the family planning services that it was not able
to deliver.
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It would aJso
also be wrong to assume that the two organizatk>~
organizations are at the opposite
poles of a competition continuum; rather, they are complementary in terms of then
their
interest Their level of
o f coexistence is continually responsive
mutual interest.
respomive to environmental

influence. The greater the pressure on the government,
go\ernment, the stronger the relatiomhip
relationship
with the nongovernmental organization; the converse is also true. For example, when

environmental pressures on the government lessened in the 1990s - particularly after
signing the peace treaty with Israe~
Israel, the government reduced its dependency on JAFPP
by beginning the explicit provision of family planning services. As shown in Tables

7-10, after 1996 the ministry health care centers exhibited a significant increase in
provision of fiunily
family planning services - particularly IUDs, the method most in demand
by Jordanian women. This increase came as a result ooff the government’s
government's adoption of

official and explicit population policies in 1996. Also, many health care centers began
providing family planning programs as a result of availability of needed resources
such as trained fiunily
family planning physicians and a mix of contraceptive methods.
The Demographic and Health Surveys conducted in Jordan during the last
reveal an increase in the use of modem
three decades reveaJ
modern contraceptive methods among

Jordanian women ofreproductive age. Overall usage increased from
ftom 22.8 percent in
1976 to 26 percent, 35 percent, and 52 percent, in 1983,
1990, and 1997, respectively
1983,1990,
(Department of Statistics 1992a, 39 and 1997,
7).
1997,7).
organizational
Since this chapter dealt with internal variables affecting organmtional

performance, the stage is set for the next chapter to pick up on contextual factors
filctors that
influence the two organiv,tinns.
organizations. Culture, religion, the political sphere, and economy
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will be discussed in order to provide a coherent picture of internal and external factors
that modulate the performance ofthe Ministry of
o f Health and the Jordan Association
for Family Planning and Protection.
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CHAPTERSEVEN
CHAPTER SEVEN
THE IMPACT or
OF THE SOCIOECONOMIC
POLITICAL ENVIRONMENT
AND POLmCAL
The previous chapter detailed the internal variables that shape and influence
the performance of the Ministry of Health and the Jordan Association for Family

Planning and Protection in Jordan. The discmsion
discussion highlighted the significant impact
of the internal structure, availability of
o f resources, infrastructure, staffing, logistics
systems, and complexity of goals on the two orgaoi7.ations'
organizations’ &mily
family planning program
performance. It is wrong to assume that only these variables are the main
determinants of successful performance; other contextual factors have a salient impact
on organization function as well.
Many organi7.ational
organizational theorists have demonstrated that the application of
contextual factors is a difficult subject to address and measure, due to several reasons.
reuons.
First, these factors are abstract in nature, and it is hard
bard to quantify them. Second,
organi7.ations
organizations and their environment are variable: each orgaoiwiQn
organization bas
has its own
character, uniqueness, and circumstances, which make it difficult to establish one
comprehensive theory to explain the environmental impact on organizational behavior
(Lawrence and Lorsch 1967). Third, the discipline is relatively new, and the concept
is therefore somewhat blurry. However, we do have some different, partial theories

that view organizational environment from different perspectives (such as economic,
political, cultural, and religious) that may be sufficient to make predictions about
organi7.ation
organization behavior and function.
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No organmtion
organization exists in a vacuum; rather, all exist in a specific ecosystem to
which they all must adapt The degree of adaptation, to a certain extent,
extent determines
the organization's
organization’s potential to survive. As articulated by Scott, "Every
“Every organi?atio11
organization
exists in a specific physical, technological, cultural, and social environment to which it
must adapt.
adapt No organiDtion
organization is self-sufficient; all depend for survival on the types of
relations they establish with the larger systems of which they are a part"
part” (Scott 1992,
20).

The central aim of
o f this chapter is to shed light on contextual factors that have
had a pervasive impact on the MOH and JAFPP fiunily
family planning performance. How

the two organizations adjusted and adapted to their environment will also be
examined. It was noted that the success or fililure
failure of any family planning program
depends, to a certain extent, on the acceptance of the local communities and the
program's
program’s fit with their volition and culture (Warwick 1988). It will be argued that
although the two organi7.ations
organizations operate within the same socioeconomic and political
environment, JAFPP bas
has been more tlexi"ble
flexible and adaptable and thus less affected by
has the MOH.
the environment than bas
Jordanian government population policy is shaped primarily by its regional and

internal socioeconomic and political context. The government bas
has been m»cklling
muddling
o f the Arai>-lsraeli
Arab-Israeli wars, the Iranian revolution, the inti/Ma
intifSda
through the consequences of

(uprising) in the West Bank, the Gulf Crisis, and the economic deterioration in the late

1980s. These factors are interwoven with internal norms, values, culture, religion, and
kinship that shape the perceptions ofJordanian society.
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Section One of this chapter will lay out the regional and local political issues,
then Section Two will dwell upon the religion, culture, norms, and the political actors
interested in the question of population policy in general and family
fiunily planning in
particular. Section Three will examine the two otganimtions'
organizations’ response and
adaptation.
While the chapter cannot possibly exhaust all the contextual factors that are
associated with and influence the two program’s
program's performance, the discussion will
briefly highlight those major events that have a pervasive influence on the two
organization's
organization’s functions.

Section One: The Political Environment
One of the best efforts to highlight political and cultural context was presented
by Warwick in 1982. He identified three interwoven sets of variables that shape and

influence the political context of
o f any policy implementation. These variables are
conditions, issues, and actors.
Conditions are those circumstances that exist at the regional and local level
that have a significant impact upon government decision making. For example, in the
Middle East, the Arab-Israeli wars, the Iranian revolution, and the 1990 Gulf Crisis
had a significant influence on Jordan's
Jordan’s population policy; the government's
government’s attention

was directed more toward military mobilimtion
mobilization than population issues. The social

climate during these events was more favorable to fertility increase - more future
soldiers --than
than to fiunily
family planning.
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Although the government bad
had a keen interest in the provmon
provision of fiunily
family
planning services to baJance
balance population growth with availability of resources and

development, the government's
government’s wlnerability
vulnerability to external and local events rendered it
hesitant to touch upon the core values of the different actors.

Issues are those social and political problems at the focus of debate,
contention, or conflict. Issues easily provoke many individuals, groups, and
organizations to become active actors (Warwick 1982, 1988). For example, during the
Arab-Israeli conflict, the iswe
issue of population policy was highly politically charged in

Jordan. It is a topic that generates strong feelings and fierce debate between interest
groups and individual actors who, by and large, are not directly affected by the policy.
Actors are those individuals, groups, and or
· · ns who have the power to
organizations
influence the policy formulation and implementation process (Warwick 1982,
1982,92).
92).
The main interest groups directly involved in supporting fiunily
family planning in Jordan
have been local NGOs, international donor agencies, and the government -the
- the
involvement of which has been behind the scenes. Opposing interest groups include
religious leaders, nationalists, and traditionalists.

It is worthy to note that, when speaking of groups, one may invoke the image
of well-organized groups with common interests and beliefsbeliefs - such as business and
industry interest groups. Usually, these groups influence government policies by
means such as mobilizing support, writing letters, sending delegations, and urging
their allies to do the same (Sabatier and Jenkins-Smith 1993,
1993,13-39;
13-39; Kingdon 1995).

In the case analyzed in this study, interest groups tend to be spontaneous; they are
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more concerned about violation of
o f moral and social codes rather than their own
individual interests. Although they are spontaneously formed, they may have the
potential to be more influential in portraying public opinion than classic business
interest groups. The mere mention by religious leaders that family planning is
forbidden by religion would be enough to cripple the fiunily
family planning program.
Generally speaking, for an issue to bubble up to the top of the political agenda
in any democratic political system, an interest group with a concern in the issue has to
advocate and bring the issue into the spotlight of public debate. For an issue to be
translated into tangible policy, public pressure has to be generated so that politicians
feel that it is to their advantage to support such policy (Kingdon 199S,
48).
1995,48).
The early years of the family planning programs in Jordan were highly

politically controversial. The program started when JAFPP began providing services
in the late 1960s. At that time, the controversy over the program was at its peak; the

government was caught between two poles of contention. On the one band,
hand, UNFP
UNFPA,
A,
the World Bank, and USAID were preswring
pressuring the government to adopt a population

policy in order to balance population growth with available natural resources and thus
ensure sustainable development. Their arguments were grounded on scientific and
rational calculations that population growth is an impediment to development and
health risks for mothers and children. On the other hand, the groups initially
poses heahh

opposed to family planning were religious leaders, conservatives, nationalists, and
traditionalists. Their main argument rested on the current political crisis and cultural

and religious morality.
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This political context, compounded by culture and religion, bu
has bad
had a
a pervasive
influence on the way that population policies are formulated and implemented. In aa
traditional society such as Jordan, the concepts of religion, tradition, and nationalism
are interwoven to the level that they become inseparable. Delicate ismes
issues such as
population and fiunily
family planning are easily brought to public debate. This is
particularly true in the state of war;
war, under security threat, some interest groups or
actors become more salient than others (Warwick 1982,
91-97). In the case of Jordan,
1982,91*97).
community leaders such as religious groups, nationalists, and others became highly
visible, and their impact in most cases bas
has been predictable.

Jordan’s Political System
Jordan's

Jordan lies in the heart of the Middle East, bordered by Palestine and Israel to
the west, Saudi Arabia to the south and southeast, Iraq to the northeast, and Syria to

the north (see map, Appendix D). The Jordanian Comtitution,
Constitution, promulgated in 1952,
divided the governance system into executive, legislative, and judicial branches. The
country's
country’s political system is a comtitutional
constitutional monarchy; legislative power is assigned
both to the bicameral parliament and to the king, who is also vested with executive
power. The legislature (Maj/is
{Majlis al-Ummah) is composed ofthe Chamber ofDeputies
{Majlis al-Nuwwiib),
al-Nuwwab), with 80 members elected in one direct election, and the Chamber
(Maj/is

ofNotables
of Notables (Maj/is
{Majlis al-A.
al-A ).tr),
>Ji), whose members are appointed by the king (Khatib
(Khatil>
1975). The royal appointments were, and are, used to keep the balance between
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different geographic regions and tribal and minority groups such as Circassiam,
Circassians,
Chechens, and Christians, as well as Palestinians.
The king appoints the prime minister, who then forms his cabinet (Maj/is
{Majlis al-

Wuzara').
Wuzara'). The prime minister and bis
his cabinet are individually and collectively
responsible to the Chamber of Deputies. Each new government is required to seek a
vote of confidence after outlining its forthcoming program. A majority vote of twothirds can bring down a government.
With the growth of Arab nationalism and radicalism in the 1950s and 1960s,

the Arab-Israeli War in 1967, and the 1970 civil war in Jordan, the government
suspended the democratic process by declaring martial Jaw,
law, dissolving all political
).
parties, and imposing censorship (Robins 1991
1991).
In response to the extraordinary political and socioeconomic changes that were
taking place in the former Soviet Union and in Eastern Europe as well as the

accelerating growth of
o f political movements and extremism across the Middle East in
the late 1980s, King Hussein initiated political reform toward a new, pluralistic

political system. Martial law was abolished in 1991. The first multiparty
parliamentary election was held in November 1993. Twenty political parties,
spanning the ideological spectrum, participated in the election. These parties can be
classified into five broad categories: the Islamist stream, the conservative traditional
parties, the pan-Arabists, the hberal/centrist
liberal/centrist stream, and the left-wing socialist/

communist parties (Jordan Issues and Perspectives 1993,
1993,4).
4).
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As it stands now, the SO-member
80-member lower house of
o f parliament represents the

mosaic of Jordan's
Jordan’s political culture, which reflects the powerful influence of
traditional family and tnl,al
tribal allegiances in addition to the lslamist,
Islamist, nationalist, and
leftist streams.
Since it gained its independence from the British mandate, Jordan bas
has always
been subject to most socioeconomic and political crises and events reverberating
through the region. The country’s
country's internal and external vulnerability
wlnerability has
bas always been

a subject of concern and increased significantly during the Arab-Israeli conflict, the
country's
country’s civil war, the Iranian revolution, the inti/Ida
intifSda in the West Bank and 087.a,
Gaza, the
economic deterioration in the late 1980s, and the recent Gulf crisis.

The Arab-Israeli Conflict

Being in the center of
o f the Middle East and in the middle of socioeconomic and
political transaction events in the region, the Jordanian political system developed the
ability to survive under severe and stressful circumstances. This is partially due to
continuing support from the West - particularly the United States. This support bas
has
o f anti-Communism in the past, political moderation in the
been based on the doctrine of

present, and on pro-free market ideology. Other filctors
factors related to political stability
were the late King Hussein's
Hussein’s personal characteristics as a skillful politician with the

ability to deal successfully with internal and external crises (Metz 1991,
1991,4).
4).
The Arab-Israeli conflict has
bas had a pervasive impact on the Jordanian
demographic structure, and bas
has left its mark on the direction of its population policies.
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Since the spark of the Palestinian question in 1917 by the Balfour Declaration and the
creation of the state of Israel in 1948, the population iaue
issue bas
has been considered highly
delicate and politically charged, not only in Jordan but in the whole Arab region as
well. Touching on the issue may bring government accountability and credibility to
public discourse. With the need to mobiliz.e
mobilize for power struggle and military conflict,
which required more soldiers and human reso~
resources, the government was not in a
position to implement contradictory policy aimed at population control

Following the Israeli-Arab wars in 1948 and 1967, there was a D11SSive
massive influx
of Palestinian refugees and 'displaced'
‘displaced’ (this term refers to the Palestinians who fled to
Jordan after the 1967 war) into Jordan and other neighboring Arab countries. In
Jordan alone, there are an estimated 1.29 million Palestinian refugees - approximately
40 percent of the country's
country’s total population (UNFPA 1992, 11).
With the Arab defeat in these wars, many Arab political establishments were
under attack and were seen as symbols of disappointment. Radical streams were

deepening - particularly among Palestinian, Arab nationalist, and religious groups
(Ajami 1998,
60). In fact,
1998,60).
feet, whatever the government does, or proposes, it bas
has always
been under the cloud of
o f suspicion. This suspicion became highly visible when the
population question was brought into the scene. Since the idea of family planning
originated in the West, the real aim of the concept was suspect. Many Palestinians particularly those living in refugee camps in Jordan - fear that the family planning

programs, which are promoted by USAID, UNFPA, and the World Bank, are a
political ploy designed by the Zionist movement to reduce the Palestinian population.
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In response to a question about the impact ofthe Ara~lsraeli
Arab-Israeli conflict on fiunily
family
planning implementation in Jordan, some high officials at the Ministry of Health
confirmed this concern. As one official noted:
The reason behind the Ministry ofHeahh's
of Health’s hesitation and policy
avoidance of fiunily
planning
services
is because there were too many
family
rumors flying around that the fiunily
family planning program ha.,
has been
imposed by foreign forces. The Majlis al-NuwwMJ
al-NuwwSb (lower house of
parliament) talked about it, the Majlis al-A.
al-A ).tr
'yrn (upper house) talked
about it. There were too many questions about the international
population experts who bad
had been visiting Jordan: Why did they come
at this particular time, who is behind them, and what are they trying
to accomplish?

This suspicion increased significantly when the Likud party in Israel came to
power in the mid-1980s and the Israeli government and many writers in the Western

countries were advocating that 'Jordan
SS). There is no
‘Jordan is Palestine'
Palestine’ (Lewis 1991,
1991,55).
question that this notion caused grave concern in Jordan and strong anti-Western
feeling and sentiment against those Arab regimes that maintained attachment to the
West.

The IntifSda
Thelntif.Ja
intifSda (uprising) in the occupied territories gained
As the Palestinian inti/Ma

momentum, concern in Jordan grew that the inti/Ma
intifSda might spill over to the Palestinian
population in Jordan, which would have created a headache for the government -

particularly with the 1970 civil war such a recent memory. This resuhed
resulted in a backlash
family planning program, but on the Jordan
not only on the Ministry of Health fiunily
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Association for Family Planning smd
and Protection, as well. Both programs
pmgrmm were under
attack. As one JAFPP respondent reported,
When we went to the Palestinian camp in Abdeliyeh area, driving our
mobile clinic, people threw stones at us and shouted, 'You
‘You are coming
to limit our children, the children of the inti/Mat
intifSdal

The Iranian Revolution

Jordan's vulnerability
wlnerability further increased when the Iranian revolution overthrew
Jordan’s
the shah (Metz 1991,
4). The revolutionaries threatened to uproot Western influence
1991,4).
from the region and to ovfflhrow
non-Islamic Arab governments such as those in the
overthrow non-lslamic
Gulf:
Gulf, Saudi Arabia, Egypt, Algeria, and Jordan.

Many political analysts argued that the growth of extremism throughout the
Middle East region may be seen as a product of
o f the socioeconomic and political
situation coupled with reaction to some Western media. As then Crown Prince Hassan
commented, ''Muslims
“Muslims were portrayed as backward, primitive, and barbaric. The
reaction was strong and at times violent. It led to the new ideologies to call Muslims
to rise up to the Western challenges"
challenges” (Hassan bin Talal 1984,
1984,21).
21). Some groups began

advocating the slogan, "Islam
“Islam is the solution."
solution.” Others argued that extremism grew in
the Middle East because many Muslims tend to believe that under the influence of the

Zionist movement many in Western countries began perceiving Muslims as a new
common enemy to be challenged following the collapse of
o f communism. This new
enemy has been seen as a threat to freedom, democracy, and to Western civili7.ation
civilization
and interest (Cammack, Poo~
Pool, and Tordoff 1993,
1993,199).
199).
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This suspicion of the main goal of
o f international fiunily
family planning sponsor
programs is not uncommon in the Middle East. It may reflect the mistrust in foreignfbreign-

financed projects that the government mils
fails to justify, and the anger that so many social
and health projects were crying for financial aid while fiunily
family planning allocations are
always available (Runne 1996,
127-13S). It may also reflect people's
1996,127-135).
people’s socioeconomic
and political disappointment in their governments, their resentment toward all the
socioeconomic establishments that mil
foil to incorporate their view and input into what

has been labeled "sustainable
“sustainable socioeconomic development".
development”.
It is clearly demonstrated how the political context - regional and internal
political conditions - compounded with population issues in Jordan are interwoven to
form a political obstacle to family planning implementation. This is clearly reflected
in Warwick's
Warwick’s statement:

...
programs and their political environments are vitally interdependent
.. .programs
interdependent....
....(their)
. . (their) Implementation
... depends on the political actors, issues, and
Implementation...depends
conditions in the country or region involved
•••(it aJso)
involved...(it
also) depends on the
interplay between the program and its cultural setting. Some programs
are more sensitive to cultural influences than others, and even the same
program may be more sensitive in one region than another (Warwick
1982, 184-186).

In sum, the MOH and JAFPP have been operating within the same political
context. However, their abilities and advantages in coping with such a political
environment differ. Since its establishment in 1964, JAFPP has been able to
overcome these barriers and demonstrate remarkable achievement in delivering fiunily
family
planning services. Through its innovation, leadership, simple organizational structure,

less political appearance, and flexibility, the a.w>ciation
association has been able to provide 30
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percent of Jordan's
Jordan’s filmily
family rhmoing
planning services in 1990 and 24 percent in 1997
(Department of Statistics 1992a, 1998), whereas the ministry, constrained by its
political visibility, tangled bureaucratic procedures, and complex goals and objectives
was not able to accomplish comparable resuhs.
results.

Section Two: The Caltunl
Cultural and Religio■1
Religions Environment
E■viro■ment
In recent research, students of population policies and family planning program
designers have become more attracted to the concepts of norms,
nonm, values,
valu~ and cultural
impact on policy implementation as areas of inquiry (Warwick 1982; Misra et al.
1982). Such studies have demonstrated the sensitivity of family planning programs
toward the cultural environment and the reaction of people to the intent of government
policy to intervene in their personal fertility decisions. The success or &ilure
failure of any
family planning program depends on how the program fits in with the norms, values,
and culture of the people (Warwick 1982,
1982,13).
13). Culture was so aptly portrayed by

Spradley, when he wrote:
Perhaps the most striking feature ofhnnum
of human beings is their diversity.
Why does a single species exln'bit
exhibit such variation, creating different
marriage patterm,
patterns, holding different values, eating different foods,
rearing children in different ways, believing in different gods and
pursuing different goals?
goals?...most
••• most ofthe diversity in the human species
results from the culture each human group has
bas created and passed on
from one generation to the next (Spradley 1980,
1980,13).
13).
The central argument in this section holds that although the Ministry of Health
and the Jordan Association for Family Planning and Protection have operated within
the same cultural environment and faced the same ~
barriers, JAFPP has the ability to be
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more adaptable and flexible than the ministry, and bas
has created a better fit between its
own fiunily
family planning program and cultural sensitivities. Linking the program to
national and local community norms may bolster program performance. For example,
excluding certain contraceptive methodsmethods - such as abortion or sterilil.ation
sterilization - may act
to render the program more acceptable to the prednrnimutJy
predominantly Muslim population.

Marriage and the Value of Children
The underpinnings of Jordanian social structure are predicated on the premises
of extended family kinship, tnbal
tribal formation, and the value of
o f children. As do any
other Arab and/or Muslim peoples, Jordaniam
Jordanians appreciate children. They strongly
believe in the Prophet Mohammad's
Mohammad’s (Ddlh
badih (injunctions), such as the call to 'Marry
‘Marry

and muhiply,
multiply, for I will make a display of you on the Day of Judgment (tanMrahu
(tan&ahu
taniirolu
tanasalu talctharu
taktharufa-irmTmub&iin
bi-kum al-umam yawm
al-qiySmah) (Omran 1992,
fa-innlmubtlrin bi-lcum
yaw,n al-qiyanah)
31).

In the Arab and the Muslim worlds, the family
fiunily is considered the basic social
unit and marriage is the fimdamental
fundamental Islamic institution. As is written in the Quran,
"And
's signs is that be
“And one of A//-,
AllHi's
he bas
has created for you mates from yourselves that

you may dwell in tranquility with them and has ordained between you love and
mercy"
mercy” (al-Riin,
(al-R&n, Sura 30:21).

Thus, marriage is considered one of the greatest happinesses in a Muslim’s
Muslim's
life. In Jordan, for example, at a happy occasion, people greet each other by saying,
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"In shi'
Allillfifarl,at
sha’All&
ififarbat al-awlti
al-awiSd {God
(God willing, may your children witnes.,
witness their joy).”
joy)."

This customary usage of
o f 'joy'
‘joy’ refers to the marriage of
o f one's
one’s son or daughter, because
it is believed that marriage is a protective device against immoral behavior and the

foundation upon which to establish a family: "And
“And All&i
Allii, has made for you a mate
from yourselves and made tor
for you, from you, children and grandchildren"
grandchildren” ((Juran,
(Quran, a/alN afl, Sura 16:72).
Na.fl,

Children are considered a gift from God, and from the moment of birth what
will be one's
one’s fate is already written. It is believed that AllAh
A/Iii, (God) knows when one
will be born, die, and reborn on the Day of Judgment; those who put their trust and
faith in the hands of God believe that ''there
“there is no moving creature on Earth, but its

sustenance is on All&
AIIM"t' (Quran,
:6). As interpreted by Muslim scholars,
(Quran, Hud, Sura 11
11:6).
the text of the verse does not connote that one should bring forth many children while
asking AIW\
Al/ill to be merciful and provide sustenance not worked tor;
for; rather, that God
will help those who provide for themselves - as does the farmer
former who plants and tends

seeds who then trusts God to provide a good crop (Omran 1992,
1992,8).
8).
In many cases and particularly in rural area.,,
areas, when a couple marries they try to
conceive as soon as possible to ascertain they are not infertile. The status of a bride
remains unstable until she delivers a baby (Faour 1989,
254). Decisions regarding
1989,254).
family size and the practice of family planning are sometimes beyond the jurisdiction
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of the married couple: parents, parents-in-law, elderly relatives, and neighbors all
have a great influence as well.
welL

The social and cultural values that underlie the significance of children in Arab
society bold
hold that children are the source of pride and security; children carry forth the
family name, are a symbol of
o f continuity of a line of descent, and inherit their parents'
parents’
weahh.
wealth.

Parents and children have a mutual responsibility toward each other. The
parents' responst'bility
parents’
responsibility is to provide social, cultural, and moral training of their
children, as well as physical and health care (Omran 1992, IS). Also, Islamic teaching
encourages those parents who have some wealth to bequeath it to their children. The
prophet Mohammad $BYS,
says, "To
‘To leave your heirs rich is better than to leave them

dependent upon people's
3S). In return, parents (especially the
people’s charity''
charity” (Omran 1992,
1992,35).
mother) should be treated with great respect and with loving care by their children.
Regarding the special care of the mother, the prophet Mohammad iaid,
said, "Paradise
“Paradise lies
at the mother's
mother’s feet";
feet”; also, "Alla
“All3h bas
has forbidden for you repulsion of
o f mothers"
mothers” (Omran
1992,
30).
1992,30).
Children are also comidered
considered a source of
o f social security for their parents in old
age, sickness, or disability. In most of the Arab world, institutions for the care of the
elderly are either nonexistent or barely developed, and are associated with social
stigma: "It
T t is socially unacceptable for someone to deposit his parent in an elderly
care institution"
255). Islamic principles command that children provide
institution” (Faour 1989,
1989,255).
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shelter and financial support for their parents. Aging, ill, or handicapped parents
should be the responsibility of their children. As the Quran reads,
Whether one or both parents attain old age with you, say not 'Fie'
‘Fie’ unto
them, nor repulse them, but speak to them graciously. And bestow
kindness, humility, and submmion
submission unto them and say: My Lord, have
mercy on them both as they did care for me when I was little (al-/sra,
(al-Isra,
Sura 17:23,24; in Omran 1992,
28).
1992,28).

Male-Dominated Society
In Arab and Muslim societies, the man is considered the dominant person in
family life. In most cases, the filther
father (husband) is considered the ultimate authority

and decision maker in the fiunily.
family. As Ajami writes, '7here
“There (are) cultural prolu'bitioos
prohibitions
against full-scale repudiation of the authority of fathers"
fathers” (Ajami 1998,
1998,71).
71).

Although the husband is usually the main decision-maker in family matters,
the appeal of family planning program materials is often directed to women rather than
to the husband and wife. In this case, it is not clear what the wife is expected to do if
the husband does not agree. Many of the visited health care centers and clinics have a

sign posted that states (in Arabic), "Men
“Men are not allowed to enter, except for those who
bring their children for immunimion."
immunization.” At the same time, ministry rules
Nies and

regulations require written consent oftbe
of the husband if the wife decides to practice
family planning. It has been reported that there are many cases of women in the Arab
world who avoid going to family planning clinics/centers because of social pressure

and the weight of traditional values (IPPF 1997b, 21
21).
). In a regional study conducted
by family planning associations in the Arab world, it was found that one of the main
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barriers to fiunily
tear that
family planning practice is men, due to lack of knowledge ml
and the fear
family phuming
planning is not permissible by Islam (IPPF 199~
1997b, 14).

Religion
barriers to fiunily
family planning
One of the most frequently cited baniers
plamung is religion. Much

qualitative and quantitative research bas
has concluded that religion plays a crucial role in
people's
people’s lives. Omran presents an excellent, concise description of the faith:
Islam is not merely a religion. It is also a social system, a culture and a
civili7.ation.
civilization. As such, it bas
has values, ideals ml
and goals which it regards as
the cuhnination
culmination of human perfection in all aspects of life.
Islamic legislation is most comprehensive. It does not deal
exclusively with questions of
o f faith ml
and worship. It also regulates moral
behavior, social interaction, and business dealings as well as systems of
legislation, taxation, .fiunily
family formation, community development,
societal structure and international relations (Omran 19,
59).
19,59).
consult their
then: religious leaders regarding what is
Men and women usually comult

religiously permissible and forbidden.
forbidden, and whether certain practices are morally
acceptable or not (IPPF 1974; Faour 1989,
259). A crucial question which raises itself
1989,259).
here is, what is the Islamic perspective toward the practice of family
fiunily planning?
The permissibility and forbidding ooff moral and religious practice has
bas been a

subject of extensive scrutiny and research for Islamic schools of thought. Like other
major world religions, Islam embraces a body ooff doctrine that permits different
interpretations ofMuslim
of Muslim law (al-Sharrah),
(<al-Sharfah), which is based on the Quran and the
l)adith
badnh (the speeches and practices ofthe prophet Mohammad). The contemporary

Muslim world is divided into two main sects: Sunni and Shiite. The Sunni are those
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who follow the path and direction of the prophet Mohammad’s
Mnbammad's practices. The Shiite
are those devoted to the Imam'
Imam ‘Ah
AbT T
ilib—the cousin and son-in-law of the
All ibn Abt
Tlh"bprophet Mnharnrnad
Mohammad. The leading Sunni Islamic schools of thought (ma{lillrib)
(madi&iib) are

Shift
Malik{ and Hanbalf,
Hanbal1, these jurisdiction bodies have the responsibility
Shaft 'i,
%lfanafi,
HanafT, MalikI,
respoDS1l>ility
of interpreting the meaning of
o f the Quran and (ladlh
badih with regard to what is and is not
permissible in Muslim social systems. As did the Sunni, the Shiite developed their
own schools of thought for the interpretation of the Quran and .(ltzdlh.
badih. The main

Shiite schools are the Zaydis, the lmamis,
Imamis, and the Ismailis
1994,148-67).
/smai/is (Omran 1994,
148-67).
As far
for as fiunily
family planning is concerned, there is consensus among Muslim
jwists (jumh~
jurists
{jumhiir a/-fuqahi)
al-Juqaha’) that no text exists in either the Quran or the badih
fndlh that

prohibits the prevention of pregnancy (Omran 1994,
1994,6).
6). And,
~ the jurists agree that
certain traditional family planning methods - such as breastfeeding and coitus
interruptus - are permissible. As is written in the Quran, "And
“And mothers shall suckle
their children two full
foil years for those who wish to complete breastfeeding”
breastfeeding" (al

Baqara, Sura 2:233).
Breastfeeding has
bas been promoted in the Muslim world as a means of birth
spacing that is based on health factors rather than fertility control.
control It is believed that
birth spacing safeguards the health of
o f the mother and child. Some studies suggest that

a nursing infant may be affected physically by a new pregnancy in its mother; the milk
may be weakened or disrupted (Akin 1986). A study on breastfeeding in Jordan
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showed that its prevalence is 93 percent, with a mean duration of 16 months. The
study further indicated that there is a correlation between the level of mother’s
mother's

education and the length of the period of breastfeeding; mothers with more education
were found to breastfeed for a shorter length of time (Halasa 1992,
1992,9*25).
9-25).
Traditional and modem contraceptive methods such as pills and IUDs are
permissible as long as they cause no harm or permanent impairment of fertility
(Omran 1992,
6-7).
1992,6-7).

Sterilization

Except in cases of urgent health reasons, sterilization is forbidden in Islam
because these procedures cause permanent impairment ooff fertility. From the

perspective of Muslim thinkers, organized fertility control is not permissible;
permis.,ible;
sterilization may cause permanent harm to one or both of
o f the couple. The loss of the
ability to bear children in the future may become an issue if the husband or wife

changes his/her mind and wants more children or if they lose their living children. As
Dr. Ahmad Aweisbeh
Aweisheh argues, the couple will go through a severe psychological and
social and heahh
health problem; sometimes, sterilization may lead to divorce if one of the

couple insists on bis/her
his/her desire to have more children (Aweisheh 1997,
1997,16-21).
16-21).
However, sterilization is permisst'ble
permissible in Islam in case of serious hereditary
disease that may be transmitted to offspring and also ifthe mother’s
mother's health would be
affected by further pregnancy (Omran 1992,
1992,6-7;
1974,16;
Shaltut 1963;
6-7; IPPF 1974,
16; Sbahut
Sharabasy 1969).
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Abortion
Muslim jurists have addressed the issue of abortion, and unanimously agreed
that abortion is forbidden in Islam ftom
from the moment the spirit is breathed into the

fetus. However, the beginning of
o f life in the fetus is a matter of great controveny
controversy
among the Islamic schools of thought. The schools of
o f l;imaft
Hanafi, 7.aydi,
Zaydi, and Sh#i'Ishare
SAffi‘/share
the view that the soul is breathed into the fetus at 120 days after conception; before
this time they believe the fetus is not a complete human entitled to bear a soul.
Therefore, abortion is permissible during this period, but it is malcrill
makruh (not desirable).
In the view of the HanbalFschool,
HanbalTscbDo~ the soul is breathed into the fetus 40 days after

conception; again, abortion during this period is permissible, but makruh.
makrill. The jurists
of the schools of MalikT and lmaml
ImamI forbid abortion under all circumstances. Beyond
120 days after conception, all four schools prolu"bit
prohibit abortion, comidering
considering it an act of
taking a life (Aweisheh 1997,
21; Omran 1992,
8-9). The Quran reads, "Kill
1997,21;
1992,8-9).
“Kill not your

children for fear of want; we provide sustenance for them and for you; the killing of
them is a great sin"
sin” (al-lsrl,
(<al-IsrS, Sura 17:31
17:31).
).
However, an exception may be made for abortion if the mother's
mother’s life is in
jeopardy, and continuation of the pregnancy is determined by experienced and trusted

doctors to be detrimental to her heahh.
health. In acco~
accordance with Muslim juristic principles,
the mother's
mother’s life takes precedence over the child's
child’s life, but abortion should be done
only as the last option (Aweisheh 1997,
21).
1997,21).
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In sum, it is worthy to note that the political context that endured over time in
Jordan and the region as a whole was characterized by the sentiment against the
existing Arab political systems, the terms of the encounters with the West, the
"struggle
tradition", and the yearning for more
“struggle between the weight of custom and tradition”,
prosperity and democracy (Ajami 1998,
27), and had a pervasive impact on the two
1998,27),
family planning pro~'
programs’ implementation. As Warwick so aptly wrote,

Implementation further depends on the interplay between the program
and its culture setting. Some programs are more
sensitive to cultural
m,re semitive
influences than others, and even the same program may be more
sensitive in one region than another
...a social program stands the best
another...a
chance of implementation when it is seen as compatible with or even
growing from the society's
society’s dominant traditions, when local interpreters
of culture, such as religious leaders or traditional healers support or at
least do not oppose the effort (Warwick 1982,
1982,186).
186).

Section Three: Organir.atio■
Organization Responses and Adaptations
Adaptation•
Up to this point, the discussion has been focused on the contextual

environment of the MOH and JAFPP. Drawing from existing literature and
publications, it was highlighted that the two organizations
organiutions do not exist in a vacuum,
nor are they self-supporting entities; rather, they are dependent upon and vulnerable
wlnerable to
constraints and influences imposed by their environment. Having said this, the

discussion now shifts to an examination of
o f the two organivrtions'
organizations’ responses and
adaptations to their
then respective environments.

Since the inception of the fiunily
family planning program in Jordan
Ionian in 1964, three
distinct stages of development may be identified. The first - and most critical - is from
1964 to 1979, during which the concept of
o f family
fiunily planning was an alien phenomenon
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to an environment cbaracteri7.ed
characterized by high socioeconomic and political uncertainty, the
pressure of the Arab-Israeli wars and the Jordanian and Palestinian civil war ooff 1970,

the growth of extremism, and nationalist movements. All these factors, coupled with
economic depreciation, placed the two orgaoimions
organizations in wlnerable
vulnerable positions.
The second stage-from
stage - from 1979 to 1989-was
1989 - was characteri1.ed
characterized by a mix of
conflicting filctors
factors that affected the organimtions'
organizations’ performance. Although JAFPP
successfully broke through in the introduction of family
fiunily planning services in Jordan
and the ministry health care centers began providing oral contraceptives based on

couple request, certain regional and international events - including the Iranian
revolution in 1979, the Camp David Accords between Egypt and Israel in early 1980,
and the decline of petroleum prices - exerted a considerable impact upon JAFPP and
MOH family planning.
The final stage, from 1990 to the present, has been characterized by a more
mutual adjustment between the two organi7.ations
organizations and their environment. It is worth
noting here that the interaction between an organimiQn
organization and its environment is not
unidirectional in which only the organa.ation
organization is subject to change in response to hs
its
environment; people's
people’s values and perceptions also change in response to organization
organii.ation
influence. The two have mutual causal etrects
effects over time (Warwick 1988). For
example, with the introduction of Information, Education, and Communication, the
core values of some people have evolved during these three decades toward a more
favorable perspective on family planning.
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The Fint
-1979
First Stage: 1964
1964-1979
o f Health Respmse
Response
The Ministry of

Generally speaking, the government's
government’s responsiveness towards environmental
pressures in the first stage was somewhat paradoxical. On the one hand,
band, the
government endorsed all international declaratiom
declarations OD
on population policies - including
the Tehran (Iran) Declaration oD
on Human Rights in 1967, the 1974 International

Conference for Population in Bucharest, Romania, the 1978 International Conference
for Primary Health Care (Alma Ata, Union of Soviet Socialist Republics), the 1979
United Nations Treaty to end all types of discrimination against women, the 1984

International Population Conference in New Mexico, the 1993 International
Conference on Human Rights, the 1994 International Conference for Population and
Development (Cairo, Egypt), and the 1995
199S International Conference for Women
(Beijing, China). All these conferences called for the couple's
couple’s right to decide the
number of their children. On the other hand, the concept of fiunily
family planning was never
mentioned in the Jordanian government's
government’s communiques and documents, nor were
modem contraceptive methods explicitly provided •- except for health reasons •- in
public health facilities during that period. No high official dared to speak about
population policies; it would have easily generated strong nationalist feeling and
invoked controversy. In met,
feet, the prevailing national mood was swinging towards
fertility increase. As discussed previously, the government was caught between two

poles of contention. On the one band,
hand, the government was under pressure from
proponents of population policies and family planning, represented mainly by
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international donors such as the World Bank, USAID, and UNFP
A On the other
UNFPA.
~
band, counterpressure came from opponents including religious leaders, nationalists,

and environmentalists. Each of the two poles bad
had its own rationale and justification

argument. In response to this environmental pressure, the government established the
National Population Commission in 1973, but without a clear mandate. Basically, it
was a body without a soul.
In summary, in the first stage the unfavorable environment of the Ministry of

Health manifested the Jack
lack of ability to adopt any population policy or provide family
planning services in public facilities. Rather, the government gave to JAFPP the job it
was unable to do itse1£
itself

Response and Adaptations
JAFPP Remonse

As has the Ministry, JAFPP has also been subject to its environmental
pressures. Being a nongovernmental organiDtion
organization with less political visibility and
more flexibility than the ministry bas
has given the association the advantage of

establishing itself and adapting to such a sensitive and highly socially and politically
charged environment. Most of the association's
association’s policy responsiveneu
responsiveness in this stage
stresses the importance of
o f mobilization of
o f support, establishing rapport with local
communities, and inviting influential and community leaders to be on the board of
directors as volunteers. Moreover, the association added 'family
protection' to its title
‘family protection’
to attract more people to its clinics.
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unfamiliar with the concept ooff family
Most Jordanians, at that time, were 1mfamiliar

planning. The concept rne8Dt
bas been reported
meant different things to different people. It has
that during the 1960s and 1970s, family planning referred
teferred to how people take care of
their children and protect them from disease, malnutrition; it was not understood as
fertility control This interpretation provided the opportunity for the association to
establish channels of communication, trust, rapport, and advocacy. It also helped to
address some of the citizenry's
JAFPP's
citizenry’s suspicions and misconceptions about JAFPP’s

mission.
As discussed previously, in the early stage of the family planning program,
rumors abounded that the association was receiving support from foreign private
voluntary organi7.8tions
organizations to provide contraceptive methods in order to limit the growth
of Arab populations - particularly the Palestinian people. As one JAFPP respondent

reported,
During our visits to many of
o f the local communities, we were
“Who is behind you?’,
“What foreign organization
frequently asked, "Who
you?', "What
you?’ It was said that the Western foreigners do not want the
supports your
Muslim and Arab populations to multiply because they want to control
them and their resources.

Moreover, the association established a good relationship with other governmental and
nongovernmental organizations.
At this level, it could be argued that the first stage can be seen as a mutual
learning experience for the association and other local social forces. For the
association, it was a time of self-definition, establishing boundaries, and adaptation to
its environmental conditions. For communities and social forces such as religious
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leaders, nationalists, and traditinnaJists,
traditionalists, it was a
a learning experience and adjustment of
misconceptions about the concept of fiunily
family planning.

In sum, the environment in Jordan in the 1960s and l1970s
970s was not favorable to
family planning services; the national mood very strongly favored fertility increase.
As shown in Table 12, for example, women had on average more than 7.1 children by

the end of their childbearing years.

Table 12
Children Ever Dom
Bom
Mean Number of Children Ever Bom to all Women
By Age Group, Selected Data Sources, Jordan 1976-1997
Age
A
as
15-19
20-24
25-29
30-34
35-39
40-44
45-49

1976
JFS*
0.2
1.6
3.7
S.6
5.6
7.1
8.4
8.6

1983
JPFHS
..
JPFHS"
0.1
0.9
3.0
s.o
5.0
6.6
7.5
1.5
7.8

1990
JPFHS
0.1
0.8
2.5
4.8
6.6
7.9
8.3

1997
JPFHS
0.1
0.6
1.8
3.4
s.o
5.0
6.5
7.2

♦Jordan Fertility Survey
*Jordan
••Jordan
♦♦Jordan Population and Family Health Survey
1998,4
Source: Department of Statistics 1998,
4

Although the association's
association’s achievements in the provision of contraceptive

methods were modest in the first stage, it was successful in establishing itself as a
family planning organimion.
organization. During this period, its efforts were concentrated on
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mobilizing support, building trust, and establishing awareness about the provision of

family planning prognum
programs through education, information, and communication.

The Second Stage: 1980-1990
The Ministry of
o f Health
The second stage was characterized by an environment that was more
favorable to JAFPP than to the ministry. Nevertheless, the ministry's
ministry’s position was not
totally static; it had undergone a slight transformation toward more openness and
flexibility toward fiunily
family planning issues. Many ministry health care facilities began
to provide certain modern
modem contraceptive methods as an integral service ofMCH. In
cooperation with UNFP
A and without any explicit population policy, the government
UNFPA
agreed to provide unpublicized fiunily
family planning !ICl'Vices,
services, only upon the request of
ofa
51).
married couple UNFPA 1992, S1).

JAFPP
1980s-the
By the end of the first stage - the late 1970s and early 1980s
- the

environmental pressures lessened on JAFPP. An open arena of discourse of a wide
range of different views on the concept of fiunily
family planning in Jordan -at
- a t least mmng
among

intellectuals and the educated - gave the association the opportunity to present its
views, mission, and philosophy, and it was thus able to attract some supporters and
o f reinforcement and expansion.
volunteers. The second stage was for JAFPP a period of

Much of
o f the effort dedicated to attracting support was shifted toward program
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expansion. Five more clinics were established in addition to the three that bad
had been in

service since the early 1970s. Moreover, in response to the renunciation of Jordan's
Ionian's
political and legal linkage to the West Bank, the association divorced itself ftom
from the
mother association in Jerusalem and redefined itself as the Jordan Association for
Family Planning and Protection.
During this period, the Jordanian government launched the democratic process

which had been abandoned in l19S7.
957. This served as a &vorable
favorable environmental
impetus for JAFPP to flourish. Consequently, modest achievement in family planning
was achieved. As shown in Table 12, the mean number of children per women aged

15-19 dropped from 0.2 in 1976 to 0.1 in 1983; for women aged 20-24, the number
dropped from 1.6 to 0.9 in the same period; and for women aged 35-39, the mean
number of children dropped from 7.1 in 1976 to 6.6 in 1983.

The Third Stage: 19901990 - Present
This stage is characterized by less environmental pressure - particularly on the
ministryministry - and more openness toward national population policies. These trends can

be explained, in part, by a number of factors. One factor was the initiation of the
peace process between Arab states (Egypt, Jordan, the Palestinians, Syria, and
Lebanon) and Israei
Israel, which resulted in the signing of the peace treaty between Jordan
and Israel in 1994. The notion ofthe 'Pale,tiniaoivmon'
‘Palestinianization’ of Jordan
Ionian was finally laid to

rest with the signing of this agreement. Two years after the ratification of the
agreement, the Jordanian government approved the first population policy in the
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country's
country’s history. This lessened the presmre
pressure on the government by the opponents of
family planning programs, which caused a shift in the government's
government’s position from
military mobilil.ation
mobilization to socioeconomic development. Second, the mutual learning

process over the three decades brought the issues of family planning and population to

the arena of
o f social discourse, which resulted in more understanding and a more
positive attitude. Many religious leaders began to examine whether these mues
issues are
permissible from the religious point of view. The third major factor is the economic

depression that hit the country in the late 1980s and the 1990s, which left more than
thirty percent of the Jordanian population under the poverty line (Rbeibat
(Rbeihat 1997;

UNICEF 1996). Consequently, demand for family planning services has increased
substantially (see Table 7). Many respondents reported that, in the last decade, one of
the reasons most frequently mentioned by clients for using contraceptive methods was
economic hardship.
Viewing these three stages of
o f family planning development from a higher level
of conceptualiDtion,
conceptualization, one may infer that the degree of O'P')mtional
organizational performance is,
to a certain extent, determined by the ecosystem in which the organii.ation
organization exists and

to which it must adapt.
Depending on its sensitivity, not every social policy is grounded on and guided
by well-detailed policy specifications and quantitative targets. In some cases, as
shown in the case of Jordan, implementation may precede policy formulation. The
Ministry ofHeahh
of Health and JAFPP family planning program,
programs have been carried out

without explicit and well-detailed policy; each within its own circurnstaoces
circumstances and
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environmental respome,
response, the two programs were developed incrementally and on an
experimental basis. This concurs with Warwick's
Warwick’s hypothesis, which posits that
''policy
“policy is important in establishing the parameters and directions
o f action,
action, but it
directiom of
never determines the exact course of implementation
implementation..
....At
At the same time,
implementation may take place without an explicit policy and, in fact, may be
necessary to develop that policy
policy...successful
... successful implementation was then used as
evidence of the need for an explicit national policy to support
supp>rt extension o
off the
experiments"
experiments” (Warwick 1982, 181).
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CHAPl'EREIGRT
CHAPTER EIGHT
PUTTING THE PIECES TOGETHER

Chapters Six and Seven have presented an extemive
extensive discussion on the internal
and external variables that cbaracteri7.e
characterize the Ministry of Health and Jordan Association
for Family Planning and Protection. How these variables affect each other and the
manner in which the two organizations interact with their environments was

highlighted. However, performance involves much more than internal o,gani7ational
organizational

structure. It includes the level of adaptation and communication with the external
environmental forces that the organimtion
organization bas
has to contend with (Philips et al. 1984).
Inevitably, the discussion touched on bow
how the two organimtinus
organizations manage themselves,
and on their strengths and weaknesses. In part, succe&fflll
successful program implementation
depends to a certain extent on bow
how an organiDtion
organization is structured.
Many organization theorists argue that although organimtional
organizational structures are
essential elements of
o f their function, they are not the only determinant§
determinants of their
performance. Experience has shown that effectiveness, good performance, and thus
success cannot be achieved without clear lines of authority, control systems, and
rational division of responsibilities between the governance body and executive
management (Warwick 1982,
81-89).
1982,81-89).
The main purpose of
o f this chapter is to put together the pieces of
o f the puzzle
which tends to unfold: in Section One, the discussion will pick up on the question of
what factors make the Jordan Association for Family Planning and Protection more
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successful in managing its family planning program. Section Two will examine why
the ministry's
ministry’s family planning program is weak in comparison with not only the

JAFPP program but with the other ministry health care programs.

Association ror
for Family Planning
Protection
Section One: The Jordan Auociatio■
Plaa■ i■c and Proteetio■

In accordance with International Planned Parenthood Federation reports,
JAFPP is one of the leading fiunily
family planning association affiliates in the Middle East.
It has been selected to be a regional training center for family
fiunily planning procedures
such as IUD insertion:
Strong governance and executive functions in good harmony. One of
the 2 excellent FPAs (fiunily
(family planning associations). Innovative in
computerization.
computerization, information systems, market segmentation and...
and ...
and cost recovery
recovery...An
... An accountable and transparent FPA. JAFPP
classified excellent (IPPF 1997b, 74-75).
74-7S).
The IPPF statement highlights certain organil.ational
organizational factors considered
significant to successful organiz.ational
organizational perfonnance:
performance: a strong governance system,
executive function.
function, homogeneity, innovation.
innovation, management information system, good

incentives, and a committed staff are considered salient elements that contribute
contn"bute to
good performance.
In Chapter S~
Six, the discussion illustrated that JAFPP organimtional
organizational

characteristics contnbute
contribute significantly to its success. The association is first and
foremost a voluntary nonprofit organil.ation,
organization, and it acts as such. This status gives
JAFPP the distinct advantage ofhaving
of having its own social and nonpolitical appearance,
giving the association the opportunity to be flexible,
tleX11>le, less complex, persistent,
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professional, and the capacity for innovation, experimentation, and speed ofaction.
These characteristics also give the association the ability to cope with and adapt to its
environment - in contrast with the Maternal and Child Health
Heahh Department, which is an
integrated part of the Ministry ofHealth's
of Health’s complex bureaucracy.

Client-Oriented Services
The heart of JAFPP's
JAFPP’s organizational structure was set up to be client-oriented

services. In administrative context, the system confers a remarkable degree of status
on its female staff, which is charged with maintaining the quality of services and
facilitating daily clinic activities. All clinic staff is female - highly demanded by
family planning users. In a traditional Muslim society, a female staff has
bas the ability to
work freely, interact effectively with their clients - who are mostly women, and
discuss women's
women’s personal issues and the realities of their daily lives, building rapport
and understanding and providing support for practicing fiunily
family planning.
In a social program such as family planning, clients may have a profound
influence on program performance and outcomes; they have the right to reject the
services provided; they can accept certain methods such as pills, but never use them;
they can create rumors; and can mobilize opposition against the program (Warwick
1982,
181). It is wrong to assume that clients accept services based solely on their
1982,181).
then
need for such services - another critical factor is how those services are provided.
Respect for client rights, dignity, and a warm welcome have a significant impact on
client decision regarding which facility at which to receive services. These
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approaches go along with Warwick's
Warwick’s hypothesis, which emphasizes that "Programs
“Programs
are most likely to be carried out when
when...clients
...clients are accessible to the program; when
clients hold favorable attitudes
...when the services delivered entail little or no risk of
attitudes...
side effects
....when
when clients have an adequate understanding of the service itself'
effects..
itself’
(Warwick 1982, 189).
JAFPP has realized the clients'
clients’ significance and their impact on organmtion
organization
performance. As the executive director of JAFPP commented, ‘Tor
''For us, quality of
service is the level of
o f the relationship between the health care providers and the clients
who receive their services."
services.” Therefore, it places a strong emphasis on achieving

regular community visitation for providing as broad as possible an education service
about family planning. This has
bas involved systems for ensuring
emuring that visitation taken
place. For example, each clinic's
clinic’s social worker schedules weekly visitations,
specifying which community she is going to visit, which topic and when, where, and
how the topic is going to be discussed.
Within this orientation, the association has
bas carried out many client
participatory activities to emure
ensure client-oriented services. Meetings are conducted with
community members; these meetings are, for the lllOSt
most part, interpersonal
communication carried out by the social worker at each clinic. The client
participatory approach bas
has taken a variety ooff form,,
forms, depending on the activity itself.
Sociocultural events - such as neighborhood meetings or women and development
project meetings - are usually held at other social service centers such as those of the
Ministry of Social Development. The social workers of JAFPP attend these meetings
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with the general aim of enhancing the image of fianily
family planning and dispelling certain

misconceptions and rumors about various modem contraceptive methods. Other

meetings with the community are organmd
organized by JAFPP clinics and are held specifically
for certain topics such as &mily
petspectl.e, what family
family planning ftom
from the Islamic perspective,
planning really means, what modern
modem contraceptives are, breastfeeding and birth
spacing, and other issues related to sexual health of women and youth. Some
meetings are held informally, in public places. As the JAFPP director of
communication commented,
Sometimes we have our meetings with participants out in public
places, we sit on the ground in a circle or under trees and hold
informal discussions about the concept of family planning,
contraceptive methods, the dangers of certain venereal diseases, and
how the enemy may use this as a weapon to destroy our young men
and women. By this approach, the association has
bas been able to
recruit new family planning users.
The researcher asked the social workers at visited clinics a general question

about the types of arguments they use to persuade or motivate people to practice
family planning. Three persuasive approaches were frequently mentioned: first, the
heahh
health of the mother and the child; second, a small family is more manageable than a

large fiunily;
family; and third, &tilers
fathers will be more able to provide their children with the
attention, nutrition, and education they need. The latter approach is more
economically oriented; the argument is that family planning may reduce poverty and
improve the standard of
o f living.
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Client Rights
Another dimension of recognizing the significance of clients is ensuring the
fundamental rights of fiunily
family planning clients. On a wall inside the entnmcc
entrance of each
visited JAFPP clinic, a large poster lists these fundamental
thodamental client rights, which
include: the right of 8CCC$
access to &mily
family planning services without discrimination with
regard to religion, race, or color; the right to obtain necessary information about
family planning services and modern
modem contraceptive methods and their side effects; the

right to confidentiality; the right to privacy; the right to security (safe, secure, and
effective contraceptive methods); and the right to participate in choosing the
appropriate contraceptive method.
Many JAFPP respondents reported that the association clinics try to maintain
these rights and ensure that the rights are visible
vistl,le to the clients. As the executive
director observed, "In
“In our association, we try to respect all these rights for our clients.
We believe this policy has a significant impact on our clients'
clients’ satisfaction."
satisfaction.”
The association emphasi7.es
emphasizes client satisfaction with bow
how services are delivered
in terms of
o f treatment, waiting period, and quality of services. In each clinic waiting

room, there is a locked 'client
‘client complaint'
complaint’ box; clients have the right to express their
opinion about clinic services. Also, on each client's
client’s follow-up card, the telephone
numbers of all the association's
association’s clinics and the central office are listed should the
client want to enter a complaint by telephone. The association's
association’s medical director
directorwho is in charge of all clinics'
clinics’ medical operations, receives these complaints directly;
he stated that 99 percent of complaints come to the central office by telephone.
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All these elements that support client~riented
client-oriented services have contributed
significantly to better organimtional
organizational performance and, thus, increase client
satisfaction.

The Value of
o f StaffMotivatiop
Staff Motivation and Commitment

One of the most important elements determining an organimion's
organization’s success or
failure is its staff. This is particularly true for those organizations
o.-gaokations such as health care
organimtions,
organizations, family pJanning
planning centers or clinics, and welfare agencies that have daily
contact with people. The degree of discretion exercised by staff in these
organimtions
organizations is universal and inevitable. The decisions they make on the spot, the
routines they establish, and the devices they invent in their daily work effectively
influence the policy they implement and the behavior and performance of the
organization they represent (Lipsky 1980, xii).
xh). This is in concurrence with Warwick’s
Warwick's
hypothesis:
Whatever the policy and whatever the formal structure of
o f authority,
implementers
implemented can advance or destroy a program. If they are suitably
prepared and favorably motivated, they can mobilize the resources
necessary to overcome seemingly insuperable obstacles; if they are
dissatisfied with their jobs and unconvinced of the program’s
program's worth,
they can sabotage a program even with the strictest system of controls
(Warwick 1982, 183).
The questions which raise themselves here are: What determines staff

motivation, commitment, and behavior? Why are some people motivated to work
harder than others? Why are some more responsive and cooperative than others? The
answers to these questions are subject to academic and philosophical controversy.
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Among the outstmfing
outstanding endeavors in this orientation are McGregor's
McGregor’s X and Y
theories.
The bone of contention between these theories has been the nature of human
behavior toward work. The pessimistic view, labeled 'Theory
‘Theory X',
X’, assumes that

humans by nature are lazy, inherently dislike work, and will use all means to avoid it
if possible - thus, people should be coerced, controlled, directed, and threatened with
punishment (Denbardt
(Denhardt 1993,
1993,111-113).
111-113).

The opposite line of
o f contention is 'Theory
‘Theory Y',
Y \ which views humans as good;

their motivation is more likely influenced by factors outside them. People have
different needs and act differently to satisfy them. Managers must have the ability to
create conditions under which the individual's
individual’s own needs are integrated with
organiz.ation
organization goals and objectives; work with people rather than use them (Denbardt
(Denhardt
1993,
112). Clearly, Theory Y is grounded in Abraham Maslow's
1993,112).
Maslow’s needs hierarchy,
which stresses the idea that 'higher'
‘higher’ needs become dominant only after lower needs
are satisfied (Maslow 1965).

Other theories in this line of thought includ\}
include Herzberg's
Herzberg’s Two Factors,
McClelland's
McClelland’s Learned Needs Theory, Vroom's
Vroom’s Expectancy Theory, and Adams'
Adams’

Equity Theory, all of which try to explain human motivation towards work. This is to
say, up to now we do not have a grand unified theory that puts all these views into

perspective. For the purpose ofthis study, the researcher will briefly touch on
Herzberg's
Herzberg’s Two Factors theory because it is felt that it is more closely applicable to
the workplace than are the other theories.
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Herzberg begins his theory with the question of what motivates people in the
work place. His main conclusion is that job satisfaction consists of two separate and
independent groups of filctors:
Factors' (dissatisfiers),
factors: one group is labeled 'Hygiene
‘Hygiene Factors’
which emphasize that the absence of certain job conditions may dissatisfy employees.
Managers who realize these conditions may help staff motivation, but not necessarily
increase it. These factors include: 1) organimtional
organizational policy implementation,
2) technical supervision, 3) interpersonal relations with supervisor(s),
supervisors), 4) peer
relationships, 5) interpersonal relations with subordinates, 6) salary, 7) job security,
8) personal
0) status.
personallife,
life,9)9)work
workconditions,
conditions,and
andI10)
status. The
Thesecond
secondgroup
groupof
offactors
factors-'Motivational
‘Motivational Factors',
Factors’, or satisfiers, include: I)
1) achievement, 2) recognition,
3) advancement, 4) the work itseli;
itself, 5) the possibility ooff growth, and 6) responsibility.
His research concludes that these factors may contribute
contnbute to high level motivation and
satisfaction, but their absence does not mean that employees will be dissatisfied
(Herzberg 1987,
109-117).
1987,109-117).
One of the main factors behind the success of
o f JAFPP is its ability to mobilize
and motivate association staff. What impresses external observers of Jordan
Association for Family Planning and Protection is the sociology of the work in the
association and its clinics. One can see the cohesion and homogeneity among the staff
- medical, paramedical, and administration. The formal and informal relationships
more closely resemble a team network than a rigid Weberian bureaucracy.
In part, the ability of JAFPP to motivate its staff may be attnbuted
attributed to several
reasons, first among which is the way the association is organi7.ed.
organized. As an affiliate of
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IPPF, the association bas
has been guided by three main organimtions
organizations values: autonomy,
professionalism, and political caution.

Ahhough
Although JAFPP depends, to a certain extent, on external financial reso~
resources, it
has been able to maintain a certain level of
o f autonomy. In addition to its own cost

recovery, JAFPP receives support ftom
from USAID, UNFPA, the European Union, IPPF,
Pathfinder, and in-kind government support. Many students of
o f foreign aid argue that
dependency on external financial resources may limit organmtional
organizational autonomy
(Higgins 1962,
1-10; Tisch and Wallace 1994). The international donor agencies have
1962,1-10;
their own conditions and procedures regarding how their funds
fends are to be spent.
To ensure its autonomy, JAFPP bas
has been able to diversify its financial
resources, which enables it to be more independent of any single donor. In addition to

diversification of financial resources, the association has been able to strengthen its
autonomy through establishing good relations with the government. Through its
knowledge and technical expertise in the provision of family planning services, JAFPP
bas
has been able to provide training prognum
programs and know-how to the ministry's
ministry’s MCH staff
and to other NGOs. Through this type of
o f collaboration, the association was able to
enhance its own image and confidence and thus influence the ministry's
ministry’s decision
making. In this regard, it bas
has been argued that "Autonomy
“Autonomy is most likely to be
strengthened when NOOs
96).
NGOs train government personnel"
personnel” (Fisher 1998,
1998,96).
The second value is professionalism, which refers to the nature ofthe
organimtion
54). JAFPP is
organization structure, staffing pattern, and client focus (Salamon 199S,
1995,54).
a nongovernmental not-for-profit organimtion;
organization; its professional focus is delivering

19S
191

family planning services to the public. Its staff is well trained in the provision of

heahh services, and is comparatively well paid. As the scope of the
reproductive health
association's
association’s services expanded, the more it sought to hire experienced professional
staff in order to ensure effective and good quality services. This approach convinced

many international organizations
organizltions that JAFPP is a reliable and accountable
organization. As an affiliate of IPPF, the association benefits greatly from the IPPF
experience guidelines and publications, all of
o f which emphasize genuine commitment
to fiunily
family planning.
The third value is political caution, discussed in comprehensive detail in the

previous chapters. Many high level informants from JAFPP reported that the
association was very careful to ensure that their policies complied with Muslim
teaching and the norms and culture that exist in Jordan. For example, sterili7.ation
sterilization and
abortion were excluded from the association's
association’s family planning program because both
methods may bring political and moral controversy.

A Minimum of
o f Administrative Oh,,ri¥zl~
Obstacles

Other factors behind the success and good performance of JAFPP include the
fact that managerial backstops are minimal in comparison with the Ministry of Health:
the logistics system is in place; and the management style, although centraliz.ed,
centralized, is a

cooperative effort between volunteers and administrators and has
bas both formal and
informal channels of communication, fewer layers of hierarchy, and a structure that is
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simple, flexi"ble,
flexible, and small.
small Management information systems are in place, including a
well-managed computer system.
At the clinic leve~
level, for example, the social worker has a good degree of

autonomy in determining her own activities. While she is charged with the
responsibility for educational activities, she has
bas the autonomy to determine her own
weekly and monthly schedule, which community she is going to visit, and which topic
she is going to discuss. The social worker also has
bas the autonomy and authority to
contact and visit the social institutions in her area for the purpose of
o f establishing
collaboration in expanding education, information, and communication of
reproductive health and family protection in local communities.

Leadership
In part, the state of any organization's
organization’s development and success, together with
its rate and direction, depend largely upon what is in the mind of
o f its staff members

and, above all, upon the content of the minds of its leadership. One of the most
complex and multidimensional topics busying the minds of organizational
organimional theorists is
the concept of leadership: it means different things to different people. Whatever
their differences may be, all their definitions suggest that leadership is a process of

influencing people to get the job done (Bennis and Nanus 198S;
1985; Cartwright and
Zander 1968; Fiedler and Chemers 1974; Blake and Mouton 1981; Jago 1982; and
Beckhard and Harris 1987). One comprehensive definition of leadership was
presented by Yuki
Yukl as:
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...
influence proces.,es
the group's
...influence
processes involving determination of
ofthe
group’s or
organimion's
organization’s objectives, motiwting
motivating task behavior in pursuit of these
objectives, and influencing group maintenance and culture (Yukl
1989,
5).
1989,5).
Despite these definitions, leaders are still the products oftheir environment and
are dependent upon the level of socioeconomic development, the level of scientific
and technological knowledge, and, above all the leader's
leader’s image of such

environmentally situated context.
contort.
In tbis
this research, the concept of leadership refers to all those individuals who
have the power and authority to exercise a management and decision making role for
the organization. For example, JAFPP's
JAFPP’s leadership refers to volunteers, the board of

directors, the president, the executive director, and the heads
beads of the clinics - of course,
with different degrees of power and authority. In the ministry, leadership refers to the

minister, high officials, and the heads of ministry healthcare
health care centers.
As mentioned in previous chapters, among the factors that contn'bute
contribute to
JAFPP's
JAFPP’s successful functioning is the promotion of mutual trust between volunteers
and management, as well as clear lines of
o f authority and coordination with a minimum

of
o f overlapping jurisdictions. This is found at all levels of the association's
association’s structure.

In terms ofNGOs/nonprofit
of NGOs/nonprofit organi7ations,
organizations, studies have shown that the associations
that have achieved higher levels of
o f success are precisely those that have managed to

build consensus between volunteer bodies and executive management (IPPF 1997b,
4). Other factors include good levels of
o f formal and informal communication among

administrators at the central office and among administrators and clinic staff. This
collective effort at all organimtional
organizational levels, streaing
stressing teamwo~
teamwork, contnoutes
contributes
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significantly to establishing 'Total
‘Total Quality Management' and problem solving
techniques.

In addition, an 'open-door'
‘open-door’ policy approach was adopted by the association's
association’s
president and the executive director. The staff at all levels is allowed to contact the
president, the executive director, and the directors of divisions without violating
bureaucratic norms. The employees freely express their opinions without fear of being
reprimanded. This type of mutual adjustment relationship may prevent the distortion
of information and communication.
communication, and establishes a pattern of behavior in which
continuous change and mutual learning are a factual reality. As a former JAFPP
president once observed,
We are on the threshold of
o f a new era of knowledge, progress, and
change. Enhanced training, an open mind to change, and a true desire
to do away with fillse
false convictions are the keys to guarantee the
relevance ofFPAs
of FPAs (fiunily
(family planning associations)'
associations)’ work(IPPF
work (IPPF
1997b, 6).
It is fair to state that one of
o f the main driving forces behind JAFPP's
JAFPP’s continuity
and success is the leadership of Princess Basma, the sister of the late King Hussein.
The popularity, national respect, and prestige that the princess enjoys have formed a
protective shield around the association, particularly as it passed through its early
stages of development. For the past three decades, the princess has been involved in
social development in Jordan - particularly women's
women’s empowerment. She is the head
of the Queen Alia Fund, one oftbe
o f the largest nonprofit nongovernmental social
development organi2.ations
organizations in Jordan, and promotes the welfare of underprivileged
Jordanian families. Because Princess Basma is the honorary president ofJAFPP, the
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association has the privilege of her care and support. Also, the associatk>n
association has
bas the
advantage of benefiting ftom
from the expertise and skills available at the Queen Alia Fund
as well as the umbrella of
o f its strong reputation among the citizenry to strengthen its
capabilities and build trust and rapport with local societies.

rnmmiinif-qtinn
Reciprocal Communication

Frequent interchange of information among staff is structured to ensure
emure that
staff and supervisor support within the system is functioning. At the technical level,
levei
for example, every month the medical and paramedical staff'
staff meet with the medical

supervisor at the central office to exchange views on any issue that arose during the
previous month. In addition to supervisory support, JAFPP has
bas a system of peer
support.
responsibility-whether
support The employees at every level of
o f responsibility
- whether at the
administrative or medical level - usually inform each other about the difficulties they
face and the progress made at their
then clinics. They are continuously exposed to
information about each other's
other’s performance, problems, and needs.
At the administrative levei
level, the executive director, his assistant, and the
directors of the divisions have reguJar
regular meetings. Each division director prepares a
monthly report about bis
his or her division, including the activities accomplished, the
issues encountered, and his/her recommendations. At the clinic level, the head of the
clinic meets informally, in the early morning on a daily basis, with her staff. This type

of information exchange enables the heads of
o f the clinics, the directors of the divisions,

;ware
r\
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and the executive director to be constantly aware of
o f their obligation to understand
problems that arise and find the appropriate solution for them.

In addition to an internal communication system, JAFPP management
empbasius
emphasizes the importance of the availability of the most recent information and
technology about family planning services delivery and reproductive health in general
This includes the latest research and publications - for example, about the modern
modem
contraceptive methods and their positive and negative side effects. Also, the staff is
provided with information about other clinics belonging to the organi7.ation.
organization. As the
executive director of JAFPP perceives the value of the staff:
One of the factors that has a significant impact on our quality of
services is our staff. We attract and recruit a good quality staff in
accordance with specific standards for selection. They must have
good technical skills to provide those services. They should follow
and implement the latest innovations in medical standards in
reproductive health care. These staff members also have their own
needs. They are in need of continuous training. How can the staff
provide very distinguished services without training, without
understanding the nature ofbis
his or her job? It is impossible.

Financial Incentives
contributes to staff commitment to their work is incentives.
Another factor that contnbutes

As suggested by sociological theories of incentives, people are more willing to be
positively involved in an activity if they feel their action is likely to benefit them

directly (Clark and Wtlson
Wilson 1961; Blau 1964; Etzioni 1975).
has been able to set up a reward and
In spite of its limited resources, JAFPP bas
staff. Ahhough
Although the incentives are modest,
punishment system in order to motivate its staft:
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they may contribute to staff motivation amd
and commitment to their jobs. The
association's
association’s financial incentives take various forms, including salary increases,

bonuses, and promotions. In general, JAFPP salaries are relatively high when
o f Health. For example,
compared to those of equivalent positions in the Ministry of

newly graduated physicians begin with monthly salaries of
330 JD at the association
o f330
and 300 JD at the ministryministry - only recently, under pres.ue
pressure from physicians'
physicians’ medical

associations, did the ministry raise this starting salary from 250
2S0 to 300 JD. Midwives
at the ministry start with a salary of
o f 90 JD, while JAFPP social workers -their
- their

counterparts - begin at 188 JD. Registered nurses at the ministry begin with 140 JD
and at the association with 193 JD.

The association also offers the financial incentives of bonuses and salary
increases. Every staff member who receives an excellent evaluation in her annual

evaluation report will receive a 3 percent increase in salary. In addition, some
respondents reported that they bad
had received a one-time bonus of 3-S
3-5 JD as recognition
of distinguished performance. Consequently, a great deal of competition is generated
among JAFPP staff at each level and between clinics. JAFPP executive management
has exploited this situation by encouraging more healthy competition not only among
staff but between clinics as well.
well At the annual meeting, usually held at the end of
o f the

calendar year, each staff and clinic is apprised of the performance of other clinics, and
the best performing clinic receives certificates or plaques ooff commendation.
In an administrative sense, the JAFPP president - in consultation with the

executive director and the board of
o f directors - has the administrative authority to
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reprimand staff;
staf£ evaluate performance, and ensure that the fiunily
family planning services
delivered by association clinics are the best option available.
When staff fail to perform their duties, there are administrative consequences.

These include financial and procedural actions. A staff member who fails to perform
his or her duties adequately will not be given an annual increase, will lose his/her
other financial incentives, and will not receive a letter of
o f compliment. In addition,
he/she will receive a letter of warning or reprimand. Staff
who fail
Staffwho
foil to improve, or
receive more than three letters of warning, will be dismissed. Decisions regarding
these matters are very centraliz.ed.
centralized. As one JAFPP employee commented,

I don't
don’t want to tell you ideal things about our staffcommitment, it is
simply that we don't
don’t want to lose our jobs. We have here a rigid
monitoring system, follow-up, and evaluation of
o f performance. If
one's
one’s performance is not satisfactory, then her/his job will be in
jeopardy, and it is very bard
hard to find a job now. The unemployment
rate is more than twenty percent. In contrast, in the Ministry of Health,
the situation is different; as soon as you enter the system, then
performance is not an issue. This is the government bureaucracy.

Task Incentives

Generally speaking, each employee in any organi7.ation
organization should know the exact
nature of his/her job, whether the job is suitable for his/her qualifications, and how to

organizations, particularly
carry it out accurately and efficiently. Unfortunately, many organimions,

in Third World countries, lack clear job descriptions. Staff bas
has ill-defined mandates
with overlapping schedules and heavy workloads, which may lead to patterns of work

avoidance.
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JAFPP leadership bas
has set up outstanding oqaniurional
organizational procedures that
stipulate how
bow the services are to be delivered at the clinic levei
level, step-by-step, as the
client goes through their
then system. Each employee bas
has a written job description and
clear directions regarding how to treat the client. Many studies have shown that clear
mandates contnbute
contribute to staff satisfaction, reduce tension, and increase productivity and
innovation (Herzberg, 1987).

Innovation
Innovation is a relative concept, dependent upon the content of people's
people’s
perceptions. It is an idea that is perceived by a given people as new to them (Rogers
1983). For example, while an innovation such as family planning may not be a new
idea, it may be considered new to some people, particularly in the early stages of
family planning development. In this context innovation may take different forms,
such as in program design, creating education materials that tit
fit a certain people's
people’s
culture, and creativity in how the services are delivered - in other words, how the

program is implemented. For instance, the way a family planning program is designed
to fit societal norms, values, religion, and political culture - such as by excluding
certain methods - may be viewed as innovation.

Since its establishment in the mid-1960s, the association bas
has always bad
had room
for creativity in designing and implementing its fiunily
family planning program. One of
o f the
association's
association’s main innovations bas
has been redefining the concept offimily
of family planning. It
is commonly known that fiunily
family planning means fertility contro~
control, and all international
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donor organi7Jltions
organizations involved in population issues operate fiom
from that perspective. For
JAFPP, however, mmily
IJle8DS organizing and balancing the family.
family planning means
fiunily. The
association views the concept fiom
from its comprehensive meaning of reproductive health
rather than the narrow definition, 'birth
‘birth control'.
control’. JAFPP not only provides modem
modern
contraceptive methods, but infertility treatment services for both men and women as
well. This may be seen as contradictory behavior, for a fiunily
family plamung
planning agency to
provide contraceptive methods and at the same time provide treatment for infertility
problems. However, JAFPP is dedicated to helping married couples decide the
number and spacing of children they wish to have, based on their circumstances, and
to helping them achieve that aim. As the association's
association’s executive director put it,
For us, the concept of fiunily
family planning 1S
is different fiom
from birth control;
from our view, it means organizing and balancing the family...Our
family ... Our
family, bllanced
balanced fiom
from all aspects goal is to see a happy mmily,
economically, socially, and healthily. The family that does not have
children is not a happy fiunily
w,balanced. That is why
family for us. It is unbalanced.
we established a special clinic for this purpose. Also, the large
family is unbalanced if the couple does not have the ability to meet
all its children's
children’s needs.
Building on its conceptualization of family planning, JAFPP diversified its
services to include not only modern
modem contraceptive methods and infertility treatment
but other services related to reproductive health as well The association expanded its
services to include early detection of cervical, uterine, and breast cancer and of
venereal diseases such as Human immunodeficiency virus (HIV), syphilis, and herpes,
information about their danger to men, women, and children, and other reproductive
health screenings and laboratory tests. This approach not only helped satisfy the need
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for these services, it generated more income for the association to cover its costs and
helped it move toward selt:reliance.
self-reliance.

Advocacy Approach
Another significant factor behind JAFPP's
JAFPP’s success is its self-conscious

commitment toward its mission as a family planning advocate, not by mass protests
against government or its opponents, but through quiet and friendly persuasion. The

JAFPP executive director observed,
The association also bas
has an open dialogue with the decision-makers
in the Jordanian government with regard to fiunily
family planning. As you
know, Jordan bas
bas a significant
has a population problem, and this has
impact on our socioeconomic development. We began addressing
these issues with government administrators, politicians,
p>liticians, economists,
journalists, and the media. We discussed the role they can play in
this regard.
As a consequence of using various advocacy techniques including quiet

persuasion and lobbying, JAFPP successfully initiated a positive
p>sitive relationship with

government policy makers such as members of the upper and lower houses
bouses of
parliament. The association was able to form a steering committee composed of two

members of the upper house and one member of the lower house, one member from
the National Population Commission, and three members of
o f JAFPP’s
JAFPP's board of
directors. The main purpose of this committee was to lobby for national population

policy. The committee succeeded in arranging for two meetings with fifty members of
1995b, 4-S).
4-5).
parliament (JAFPP 199Sb,
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On another, parallel, iont
front the association held several meetings with 180

Ministry of
o f Health administrators to encourage them to give family planning 1D>re
more

attention. Also, meetings were held with media managers, and with ID>re
more than forty
NGO leaders who have a significant impact on Jordanian decision making (JAFPP

1995b, 4-5).

Through an advocacy approach and quiet collaboration with decision makers
and administrators, JAFPP has
bas been able to enhance its position and effect a

significant impact on the direction of population policy in Jordan. Now, the
association is considered a prominent member of Jordan's
Jordan’s National Population
Commission, and it contn"butes
contributes significantly to the national population policy that was
promulgated in 1996.

Although the analysis above invokes the image that JAFPP is problem-free and
ideal, the reality is not As does any small and modest NGO in Third World countries,
JAFPP inherited some of the prevailing cultural and social ills of
o f Jordan such as wasta
(nepotism, favoritism) - a personal basis for evaluation, hiring, and selection for
inJAFPP's
training. Many respondents in
JAFPP’s clinics reported that they are not happy with
the process of staff performance evaluation, in which the head of
o f the clinic has
bas 50
points and the central office bas
has 50 points of the total 100 staff evaluation points. As

one association employee observed,
The head ooff the clinic has no final decision over her own staff's
staff’s
annual evaluation. She fills out the evaluation form.
form, but the central
office has the final decision.
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In the same vein, the selection for training programs
progrmm is, in most cases, based on
personal relationshipsrelationships - particularly for training held abroad. More than 90 percent of
JAFPP staff interviewed reported that, most often, the external training programs,

workshops, and seminars are reserved for high central office management such as the
executive director and the directors of
o f divisions. Also, it was reported that some
physicians sent for training locally and abroad are chosen not based on their
performance but because they have a personal relationship with the central office.

Summary

Based on the analysis of
o f the data gathered through this research and previous
studies on fiunily
family planning implementation and management (Misra et al.
aL 1982;
Pillsbury, Kang~
Kangas, and Margolis 1981; Minkler et aL
al. 1983; Warwick 1982; Roper
1986; Bernhart and Kamal 1994), one may summarize the factors that could contribute
to the success of JAFPP family planning implementation, as follows:
1) Clarity of
o f vision and the availability ofa
of a clear strategy and objectives, in

terms of quality of
o f care and the commitment of volunteers and
management and staff in these strategies and objectives.

2) The association~s
association’s understanding of the significance of
o f the role of
volunteers and management and their impact on the association's
association’s quality of
care.
3) The availability of
o f modem medical and managerial standards, and a staff
well trained on bow
how to implement these standards. The administrative
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system is well established. In addition,
treatment
wtditio~ JAFPP has
bas sound beatnent
protocols, which include the procedures offered in the clinic and how they
are provided, how a client is received by employees when entering the
clinic, where a client goes, and the routines for users to utilize
utilise available
services.
4) Adopting a continuous training approach to all levels of the association

staff.
5) A good relationship between the clinics and the central management.
6) A good, positive relationship between volunteers and administrators, with

frequent meetings and activities between them.
7) The adoption of a teamwork approach in the process of formulation and

implementation of the association programs and projects.
8) The availability ofjob descriptions specifying the duties and

responsibilities of all association staff.
9) Attracting and recruiting a good and qualified staff in accordance with

specific criteria and conditions for selection.
10) The availability of a supervision, follow-up, and evaluation system on a
continuous basis, which is a significant factor in monitoring and improving
the quality of services. The staff is in need of encouragement.
encouragement The staff

members who provide distinguished service should be given incentives,
whether these incentives are financial or nonfinancial.
noofinancial.
11) The availability of
o f high quality services, accessible and at low charges.
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12) The delivery of services by a female providers, which does not conflict
with the culture, religion, and values of
o f the local communities.

13) One of the main goals of the association is client satisfilction.
satisfaction.
14) Integrating reproductive health with family planning services for the target

population.
15) The ability to attract the attention of
o f international donor organizations,
including IPPF, USAID, UNFPA, HCA,
JICA, Pathfinder and the European
Union in order to gain their financial and technical support for association
activities.

16) The wociation
association empbasi7.es
emphasizes the counseling approach in mmily
family planning
services provision.
17) Making available a wide range of modem
modern contraceptive methods and
reproductive health services.

18) Building a close relationship with different governmental and
nongovernmental organizations at the local and international level
19) The availability ofa well established logistical supply system. The supply
system is vitally important to improving the quality of services. Assume
modem clinic~
clinic, skilled staff;
staff a management information
that there is a modern

system, but no supply system to provide the clinics with medical supplies,
contraceptives, equipment, and so
soon.
on. Of course, this will lead to a decline
in the quality of
o f services. The supply system ensures no shortages of

contraceptive methods, medical equipment, or other supplies.
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20) Inftastructure
Infrastructure and facilities are relatively good in JAFPP. The staff cannot
provide services without inftastructure
infrastructure and filcilities.
facilities. The statf
staff needs the
necessary equipme~
equipment, tools, machines, utilities, furniture, heating, and

medical supplies to provide family planning services.
21) The clinical environment is considered a significant &ctor
factor in client
satisfaction. Clinical environment refers to air circulation in the clinic,
heating system, sanitation, quiet, light, and furniture. All these are
available, modest in character.

Section Two: The Ministry of Health

In the previous section of this chapter, the discussion was concentrated on
various factors that contnoute
contribute to JAFPP's
JAFPP’s success in implementing its family planning
program. With modest resources and a small number of clinics (20) and staff(107),
staff (107),
the association possesses the leading role in family planning services delivery in the
country. The discussion depicted bow
how client-oriented services, staff motivation,
leadership, clarity of vision, and management information systems are factors that
contn"bute
contribute significantly to successful family planning performance.
In this section, the discuso>n
discussion will address the question of why the ministry’s
ministry's
family planning program is weak in comparison not only with JAFPP programs, but
with other health care programs in the ministry itsel(
itself, such as the immunization
program and other preventive health care. Why does the fiunily
family planning program not
from being succesmd?
successful?
perform as it should? What barriers prevent the program ftom
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Part of the answer to these questions lies in the greater number of
environmental constraints acting upon the ministry, already discussed in Chapter
Seven and unnecessary to repeat here. The other part of
the answer is related to the
ofthe
internal function of the ministry itself, which was already indirectly touched on in
Chapter Six.
The ministry has more than 316 health care centers - comprehensive, primary,
and peripheralfiunily planning
peripheral - in addition to public hospitals, most of which provide family

services. In addition, the ministry's
5.5 percent ofthe
of the national
ministry’s budget comprises S.S
budget (see Table 4). According to a World Bank report, if the current trend of health
expenditure increases continues, Jordan will be spending approximately 12 percent of
its GDP on health care in the year 2010 (World Bank 1998,
10). Moreover, a 1997
1998,10).
World Bank report states that the ministry has "good"
“good” infrastructure, facilities, and an
adequate supply of
o f human resources including physicians. In addition, the ministry
has had continuous financial and technical assistance from
ftom various international donor
agencies, including USAID, UNFP
A, UNICEF, JICA,
HCA, WHO, and the European
UNFPA,
Union. Yet, with all these resources, the ministry health care centers were unable to
match JAFPP clinics'
clinics’ performance.
Totally apart from the difficulties associated with the pervasive environmental
influences, the data analysis suggests that the weakness of the ministry family
fiunily
planning program may be explained, in part, as a result of many interrelated ills.
These problems can grouped into three main broad categories: technical, strategic,

and structural difficulties. Some of these issues are more tractable than are others.

o fth
e copyright owner. Further reproduction prohibited without permission.
Reproduced with permission of
the
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Technical Difficulties
The technical difficulties are
ace easily identified and dealt with. For example, the

performance of fiunily
family planning programs is contingent upon a number of technical
prerequisites, including the availability of management information systems,
computeri7.ation,
computerization, availability of certain technologies such as ultrasound, training
programs for medical and paramedical staff, sanitation, staff incentives, etc. These
issues were touched upon in Chapter Six; it was pointed out that the MCH family
planning program has been plagued by many difficulties it inherited from the tangled
ministry bureaucracy. The staff of
o f the health care centers continue to provide either
primary health or family plannjng
planning l;ervices;
services; the latter are nothing more than another

health activity added to their daily work routine. The official hours for fiunily
family
planning service provision in the health care centers are from 8 a.m. to 2 p.m. but, in

practice, the centers stop receiving clients at 11:30
:30 p.m. The center heads and some
staff work up to 4 p.m. for urgent and emergency care. The heads of centers are most
often involved in routine daily tasks and waiting for instruction and authormtion
authorization for
action from the central office in the general directorate.

Financing System
The fiosncina

Another problem that the Ministry of Health is facing is that of the financial

system. As discussed in Chapter Six, the current pattern of financial management is at
a relatively low level, in terms of a rigid centralized control system and little effective
devolution of respomibilities
responsibilities and authority. The discussion also highlighted the
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complexity of the flow of funds ftom
from the Ministry ofFinance-the
o f Finance - the main
mam controller of
the national budget - to
to the Ministry of Health. This is coupled with limited financial
skills and lack of computerization.

The ministry bas
has a rigid centrali7.ed
centralized allocation process
proce5.1 for the individual health
care centers. These centers do not have a separate budget or financial autonomy;
rather, they receive allocations of
o f supplies, equipment, and pharmaceuticals. The

heads of these centers have little discretion with regard to their center's
center’s allocations.
As a result, the heads of the beahh
health care centers do not have the responsibility,
authority, or managerial tools to manage their own centers or to be responsive to the

local community needs. These circumstances may have a significant impact on the
ministry's
ministry’s family planning program and its performance.

System
Health Management Information S,stem

A heahh
health information system is one of the main components necessary for good
performance, because it is impossible to perform public health analyses or family
planning implementation on a national level without a sound management information
system. It is also impossible to have proper decentralimion
decentralization of management without
such a system. As one high official respondent noted, "By
“By computerizing information,
the ministry can obtain accurate figures that will help it regulate its work and pinpoint

areas of waste."
waste.” One of the most frequently noted observations at the visited health
care centers was the limited and weak management information system. As
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centers Jack
lack computerization. All of
o f their
mentioned previously, all the health care centen

daily and monthly reports were done manually. One midwife commented,
As you see, I spend more time writing than providing counseling or
family planning~
planning services to the clients. Most ofmy
of my job is recording.
Every day I go home with a sore band
hand and shoulders. I have too
much writing. We have to write everything in MCH services. When
the inspector comes to our center, the first thing be
he or she asks is,
'Show
‘Show me your records. What have you written?'
written?’

Even Amman's
Amman’s Al
A1 Bashir Hospital-the
Hospital - the country's
country’s largest public hospital with over
500 beds, 32 specialists, and an enormous campus - has
bas only a few personal

computers (World Bank 1998,
1998, Annex Il,
n, 3).
3). The existing system is very slow in
processing health care data, including family planning. However, as bas
has been reported
the available data bas
has rarely been used for evaluation purposes; rather, it bas
has been
recorded just to meet routine requirements. Most of this data was kept ina
in a storage
room that was full
foil of unorganiu.d
unorganized files that were covered with dust.

Strategic Problems

One strategic issue that the Ministry of Health is filcing
feeing is the ambivalence of
the real purpose of the national population strategy. In Chapter Three, the main
premises of the policy were briefly touched upon; they include reproductive health,
population, information and communication, women and development, education,
labor force, environment, natural resources, and housing. In the formal interpretation
of said objective, the government proclaimed that the health of the mother and child
are the main theme of the national population strategy, ~
but, in met,
feet, the main purpose is
the reduction of
ofthe
the fertility rate. Several ministry officials interviewed acknowledged

218
211
in one-to-one interviews that the main purpose of the birth spacing program in Jordan

was to reduce the population fertility rate, but publicly they stated that the program

was intended to protect maternal and child health.
heahh. It is clear that the government is
trying to achieve two objectives in one policy.

Another aspect of
o f the strategic problems is related to persistent conflict in the

vision of how the health care system and the ministry are to be managed and organized
- each new minister brings a new vision. For example, when Dr. Aa’ref
Bataineh
Aa'refBataineb
became minister of health, he put emphasis on a health structural program which
divided the country into three regional areas - the northern, middle, and southern
regions - for the purpose of decentrali7.atioo.
decentralization. When the government of which he
be was
a part resigned and a new government came to power, the new minister froze the
structural program and, instead, emphasized a program of health management based
on the twelve governorates.
govemorates. He established a general directorate in each governorate
goveraorate
(see Chapter Six). As a matter of .fact,
feet, several heads
beads of centers reported that many
policies, rules, and regulatiou
regulations issued by the ministry were actually never

implemented, for two main reasons: first, no one ever explained the rationale behind
these policies and, second, there was no follow-up.

Structural Difficulties
The strong bureaucratic tradition in the Ministry of Health promotes a

structural top-down chain of command in which the minister and high officials are the
main sources of decision-making authority. Many studies on organi7.ational
organizational structure
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provide strong evidence that the bureaucratic establishment in a given country is
closely linked to its sociopolitical and cultural environment (Warwick 1982,
1982,125).
125). For
example, nepotism is one of
o f the prevailing social and political ills in Jordan and is
considered one of the main impediments to organizational development.

The Maternal and Child Health/Family Planning activities are very much
affected by the ministry's
ministry’s bureaucratic context. Wtthin
Within the framework of such a huge
and complex bureaucratic establishment as the ministry, the dynamic interaction
among the internal parts of the ministry exerts influence, pressure, and comtraints
constraints
upon MCH/FP. Various directorates and departments vie to expand their
then domain in
order to gain more resources, authority, and influence. Many ministry directorates
jockey over managing those health projects that are financed by international donor

agencies. This competition may be attributed to the high salaries paid, external
training, new equipment, the opportunity to gain personal experience in project
coordination, and the prestige that the project offers. For example, the General
Directorate of Development and Planning is implementing the Comprehensive
Postpartum Project, a fiunily
family planning project financed by USAID that should be

implemented by the Department of
o f Maternal and Child Health since the project falls
filUs
under the latter (USAID 1994).

In addition, the organi1.ational
organizational structure of
o f the Ministry of Health rests on a
hierarchical top-down decision making framework, as well as on favoritmn
favoritism and
cliques. Within this bureaucratic context, the Department of
MCH/FP inherited the
ofMCH/FP
hindering forces and constraints produced by the ministry’s
ministry's organizational structures.
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The reluctant attitude of some of the middle management and physicians at the
directorates and the health care centers may contn'bute
contribute to the weak performance of
ofthe
the
ministry's fiunily
ministry’s
family planning program: many ministry physicians are more attuned to a
'wellness'
‘wellness’ approach and classic patient treatment than to client-oriented family
planning services provision.
Ahhough
Although formal designations of domain are specified among the directorates,
the actual lines of authority are vaguely drawn. Mandates are overlapping,

contradictory, and duplicatory.
duplicator^ Originally, the general directorates were established to
provide oversight of
the governorates'
ofthe
govemorates’ health directorates, ensuring that medical
standards, rules, and regulations have been implemented. In practice, many
respondents reported that the general directors interfere with the authority of
ofthe
the

govemorate
governorate health directors. For example, physicians and other health staff are
transferred by the general directorate &om
from one center to another, without comultation
consultation

with or the knowledge of the governorate heahh
health director, who is the supervisor of
health staff within the governorate and who is to be the main link between the

govemorate
governorate and the general health directorate in AmmanAmman. As one govemorate
governorate health
director commented,
I am in the field in my govemorate,
governorate, I know what m
is good and what is
bad, what is needed and what is not needed. It is my own
responsibility to transfer staff, hire new ~
staf£ reward and punish
punish-not the general director. The general director should not transfer my
own staff without my knowledge and approval.
approval
This situation creates confusion and uncertainty, not only at the center leve~
level, but also
among the directorates and high-level administrators as well. No matter how well the
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organimtional
organizational design is articulated, it still may be ineffective if the spheres of activity
among various departments and directorates are not clearly defined (UNOECD 1972,
11).
11).

In this orientation, many high-level health officials believe that the lack of

coordination and the fragmentation of the existing health system in Jordan particularly between the public and private sectors - has resulted in a sharp decline in
medical service standards. The duplication of service provision by various health care
systems in Jordan (public, private, universities, the Royal Medical Health Services,
and UNRWA) and the spiraling demand for health
heahh services are placing huge pressures
on heahh
1). One former minister ofbealth
health sector financing in Jordan (Ma'ayeh
(Ma’ayeh 1999,
1999,1).
of health
commented, ''Our
“Our waste in health resources is also due to the lack of coordination
between the private and public sectors."
sectors.”
Many respondents reported that the interactions between subordinates and
directors are focused on adherence to rules and regulations rather than responsiveness
to people's
the health care centers, who should be
people’s heahh
health needs. The heads of
ofthe
responsible for fiunily
family planning services in their centers, have minimum contact with
high decision makers. Some interview respondents reported that they had
bad been

transferred to their positions as the heads of centers without being given any
background about the area they were going to serve in. Some expressed fear of being
reprimanded, being demoted to a lower position, or being transferred
tramferred to a remote area
for the exercise of excessive discretion. Autonomy and authority restrictions at the
middle and lower levels of the ministry are reinforced by a plethora of rules,
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procedures, and regulations. These factors of
o f centralized decision making UJd
and
financial allocation as well as the lack of discretionary authority for center heads
beads
results in little initiative and innovation.
Although health care center staff seems comfortable working together, in
private one-to-one interviews many midwives voiced the major concern and
discomfort that the center's
bad been placed as their supervisor.
center’s registered nurse had
Other respondent voiced complaints about physician attitude - some physicians in the

health care centers see themselves as elevated above other medical and paramedical
staff. This type of attitude may create a sense of distance between the physicians, who

are the heads of the health care centers, and their subordinates. These complaints are
significant, because they de1mnstrate
of the workplace may have a
demonstrate that the nature ofthe
significant impact on staff performance. Their work environment, characterized by a
heavily loaded schedule, daily frustrations, minimal training, low salaries, and few

incentives is indeed a salient variable in understanding their
then low performance - not
only in family planning services, but in other health
healthcare
care services as well. One
physician respondent commented,
We are the umung
unsung soldiers - we work very hard, but our work is never
appreciated. We never receive a letter of complement or promotion.
pro1mtion.
What has been labeled as an 'incentive
‘incentive system'
system’ was formulated by the
'big
‘big guys',
guys’, and they are the only beneficiaries of
o f it.
it
It is worth noting here that in light of these conditions, the Jordanian

government has sought the mistance
assistance of the World Bank in helping the Ministry of
Health to improve the efficiency of
o f the health care system in Jordan. A loan
agreement in the amount ofSISO
of $150 million was signed with the World Bank in 1993 and
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was followed by many team appraisal missions by the Bank, resulting in the drafting

of
the Health Care Structural Program. The program was very ambitious. The main
ofthe
aim was to establish a national unified health care system in Ionian
Jordan that included
inchided the
the program was to reorganize the Ministry
public and private sectors. Also, an aim of
ofthe

of Health. The guiding theme was to increase decentralimtion
decentralization and operational
autonomy of
o f the govemorate
governorate and local health care management. The program also
focused on the provision of training and on managerial improvement at the Ministry of
Health. The program was also designed to improve the delivery system at the health
care centers - especially the primary leve~
level, where the facilities were underutiliml
underutilized
(World Bank 1992, 11).
). Recently, the president of
the Ionian
ofthe
Jordan University of
o f Science
and Technology noted that "improving
“improving the standards of the health services at primary
heahh care facilities is essential"
health
essential” (Ma'ayeh
(Ma’ayeh 1999,
1999,2).
2).
Although the Health Care Structural Program was initiated in early 1993, up to

now it is still in the early stages of implementation. This delay may be attnDUted,
attributed, in
part, to two main reasons: first, many internal forces within the ministry are resistant

to change. Part of the problem is that many administnltors
administrators have worked in the

ministry so long that they have internalized the bureaucracy and fear ahering
altering the status

quo and the loss of authority to a new generation of staff who are more fiuni1iar
familiar than
they with new technology and management techniques. Second, frequent change in

bas had a significant impact on ministry priorities and on how it is
ministry leadership has
managed.
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High Turnover
High turnover tends to be disruptive to organinmnal
organizational program performance.
This is troe
true in Jordan when a new minister or high official is appointed; he
be usually
brings his own vision of priorities and style of management to the organiation.
organization.

Persistent changes in the program administrators have created a sense of
o f uncertainty
and lack of continuity, not only at the level of strategic decision making but at the
service delivery point as well
well.
Since its establishment in 1953, and almost on an annual basis, the ministry
has gone through many changes in leadership. In each change in government

leadership, the Ministry of
o f Health bas
has gone through high administrative shuffling.
One international donor agency representative observed,
I have been in the country for one year and a ba1£
half... .I
.1 have to give
information in an amount that people can understand, and do it again
and again, and of course - I'm
I’m on my third government since coming
to Jordan, so every time the government changes, sometimes the
policy makers in the MOH change, so who knows by next year
whether we'll
we’ll have a new secretary general or minister.
Nepotism and favoritism, which are common in Jordan, have a significant

impact on the bureaucratic system in general and on the Ministry of Health in
particular. Some interview respondents reported that personal reJatiomhips
relationships and
loyalty to groups have been a fiuniliar
familiar reality in the Ministry of Health. Each new
minister has his own loyal group working with him, either those from within the

existing ministry staff who have social or fiuni1ial
familial ties with him, or a newcomer that he
bas
has brought with him to the ministryministry - the 'injection
‘injection of new blood into the ministry'.
ministry’.
The relationship between the minister and his subordinates tends to become more
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selective; the new leader feels more comtbrtable
comfortable working with those whom he knows
and trusts, and who are more loyal.
loyal When the minister leaves office or the

government as a whole resigns, bis
his own group is either posted to another position with
less authority within the ministry or leaves the ministry.
According to many international donor agency reports, a significant factor
behind the delay in implementation of
o f their projects in Jordan -particularly
- particularly those
projects related to population policies and fiunily
family planning - is the high rate of

turnover among the top ministry officials. Each new leadership has its own agenda
and certain areas of focus. The frequent rotation of top officials and directors with

different skills and experience bas
has left many health care projects and programs without
a consistent administrative thrust.
Consequently, the high turnover bas
has a significant impact on the ministry's
ministry’s
family planning program performance. Other problems that the ministry &ces
feces such as

manual reporting, lack of
o f management tools at the health care center levei
level
infrastructure, and logistic supply system have been discussed in Chapter Six.
Sue.

Client-Provider Interaction

Although client-provider interaction was not the focus of this study, a limited
number (ten) of clients-all
clients - all women - were interviewed to measure their perceptions
about the services they received from the Ministry of Health and the Jordan
and Protection (see Chapter Four). In response to a
Association for Family Planning 1111d

question about how they knew about the clinic or center, seventy percent of
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respondents reported that they had beard
heard about it &om
from relatives and/or neighbors,

bad heard about it because it was close to their home. Surprisingly,
while 30 percent had
none of the respondents referred to the media (television, radio, or press) as a source
of
o f their knowledge about the clinic or center.
The respondents were asked why they bad
had chosen the particular center or
clinic. The five JAFPP respondents referred to several reasons, including: female
physicians at association clinics, proximity to their homes, and a nice welcome. As
one respondent commented,

I have been a client for ten years so &r.
far. The friendly environment in
this (JAFPP) clinic gives me a feeling of security. They have good
information, happy faces, and give a warm welcome. They give
distinguished service here. I feel comfortable coming here.
When asked the same question, respondents interviewed outside ministry
health care centers reported that they chose the centers because they are close to their
homes, provide good service, and do so free of charge.
The ten women were asked a question regarding their perceptions about the

family planning services provided by the two org&nmtiom:
organizations: some respondents (30

bad never received any family planning services from
percent) reported that they had
ministry heahh
health care centers but that they had beard
heard &om
from fiieods,
friends, neighbors, or

relatives that there were long waiting periods - of up to one and one-half hours -• in the
centers before they were seen by a doctor. These respondents also reported that they
had heard about inconsistent availability of modem
modern contraceptive methods in the

ministry heahh
health care centers. With regard to their experiences in JAFPP clinics, they

mentioned that they felt they bad
had received the method they preferred, enough
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information about the method, and that the waiting period to see a doctor was
acceptable (not more than one-halfhom).
one-halfhour).
Among the seven women who reported that they bad
had received services from
the ministry, only two (29 percent) reported being dissatisfied with the services
provided in the health care centers. It was commented that they felt they had to wait
too long - approximately one hom
hour - in the center to see a doctor, that there was a lack
of privacy, there were too many patients, and that nepotism is rampant. As one
respondent noted:
Sometimes we wait hours to see the doctor, and when you finally get to
see him, he bas
has only a few minutes for you. But, if you have wasta, the
doctor will see you right away.
As mentioned previously in Chapter IV, most ofthe
of the respondents were reluctant

to make critical statements about the services delivered by both organizations.
organimtii>ns. They
may fear that their comments will be held against them in the future. Nevertheless, it

seems there is a strong association between the level of
o f education and the tendency to
express an opinion. The women who bad
had more schooling were more outspoken about
their views of
the services they received than were those with less education.
ofthe
Generally speaking, there is hardly any research available on client
satisfaction. One recent study conducted by al-Qutob and Mawajdeb
Mawajdeh on the quality of
antenatal care in MCH facilities found
found that less than 30 percent of women are satisfied

with the quality ofMCH
of MCH services (al-Qutob and Mawajdeh 1993).
The Jordanian experience in the development of
o f family planning services

provision may be perceived as a combined effort between the government and NGOs.
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In met,
feet, it was rmre
more effective than a solo intervention by either sector would have
been. As mentioned previously, the collaboration between the two may be comidered
considered

a mutual learning experience. In one sense, JAFPP's
JAFPP’s experience and technical
knowledge in the delivery of
o f fiunily
family planning services may be considered a testing
ground for the Ministry of Health to restructure its own program.

Summary

The central theme of this chapter was the driving elements behind the strengths
and weaknesses of the two organizations'
organizations’ family planning program,.
programs. It was clearly
demonstrated in Section One that the su~
success of JAFPP in managing its fiunily
family
attn'buted to several factors. These factors include clientplanning programs may be attributed
oriented services, staff motivation, the availability of
o f a management information
system, leadership, innovation, and an advocacy approach for the association's
association’s
mission.
The departure point of Section Two was the major question of why the
ministry's family planning program is one of the weakest among the ministry's
ministry’s
ministry’s heahh
health
care programs. The discussion attn'buted
attributed the program’s
program's position to many reasons,
grouped into three categories: technical, strategic, and structural problems. The

technical problems are related to those that are tractable and easily adjusted or solved,
such as lack of a management information system, computerization, staff'
staff motivation,
and availability of certain technologies such as ultrasound and other technical
backstops. Strategic problems are reJated
related to the national population policy and its

229

purposes. Structural problems are related to the fragmentation of
the internal
ofthe

structures of
the Ministry of Health, coupled with high turnover among the ministry's
ofthe
high administrators.
As mentioned previously, the MCH bas
has neither the authority nor adequate

resources and the skilled staff to manage the fiunily
family planning program efficiently.
This may reflect the underlying reality that fiunily
family planning is integrated in a way that
makes neither structural nor functional sense. Centraliation
Centralization with detailed rules and
regulations to limit public staff authority bas
has its own cost and may be quite harmful to
their commitment - particularly those with professional autonomy such as physicians

and nurses (Berman 1978,
165-69; Elmore 1980).
1978,165-69;
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CHAPTER NINE
CONCLUSION AND RECOMMENDATIONS

The central theme of
o f this research focused exclusively on the role and

perfurmance
performance of governmental and nongovernmental organizations in fiunily
family planning
implementation in Jordan. The backbone of the analysis was concentrated on the
implementation of two fiunily
family planning programs, one canied
carried out by the Ministry of
Heahh
Health Directorate of Maternal and Child Health and the other by the Jordan
Association for Family Planning and Protection.
The research examined the performance of the two organi7.ations
organizations from three
major multidimensional perspectives. The first level was related to organil.ational
organizational

structure in terms of bureaucratic establishment, availability of
o f resources, management

information system, staffing, client-oriented services, and the availability of needed
technology (Chapter Six). The second level empbasiz.ed
emphasized the fit between an
organimtion
organization and its environment (Chapter Seven). The third level was comprised of a
comparison of the two organiz.ations'
organizations’ family planning performance using the numbers
of new users enrolled as a criterion measure.
Generally speaking, much of
ofthe
family planning
the recent research on fiunily
performance bas
has been concentrated on quantitative program evaluation outcome
measures, calculated by each fiunily
family planning method - for example, the numbers of
of
new users or of
o f client dropouts IS
as criterion measures. The input elements - such IS
as
infrastructure, staff commitment, and availability of resources - have been given little
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attention. This research attempted to examine the role of the two Ol'gani7llfions
organizations ftom
from a
holistic perspective, wherein the provider, the client, and the nature of
ofthe
the

organiz.ational
organizational establishment interact in a dynamic way in a given environment.
This study concluded that the Jordan Association for Family Planning and
Protection plays a major role in the implementation of fiunily
fomily planning programs in
Jordan. As mentioned previously, this success may be attnouted
attributed to environmental and
organiz.ational
organizational factors including moderate enviromnental
environmental influences, a strong
governance system, homogeneity, a nonpolitical appearance, innovation, a
management information system, good staff incentives and commitment, client
oriented services, and good leadership. These findings are consistent with the results
of other research published on this topic.
The analysis of
o f this research also suggests that the tangled bureaucratic

establishment, rigid centraliz.ation,
centralization, and environmental influences are indeed significant
obstacles for the ministry's
ministry’s fiunily
fomily planning program. Staffing patterns, staff skills,
lack of training and incentives, supervision system, and other problems have been
inappropriately managed at the Ministry ofHeahh.
of Health.
Government agencies in general, and the Ministry of Health in particular, are
wlnerable
vulnerable to continuous change at the administration and leadership levels, which can
result in high turnover and instability in health care programs. Many respondents
reported that financial and other resource comtraints,
constraints, coupled with lack of authority

and management tools, hinder not only the ministry's
ministry’s filmily
fomily planning program but
other ministry health care services, as well.
well The main problem, they argue, is poor
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resource management and waste. These circumstances are comistent
consistent with Warwick's
Warwick’s
hypothesis, which posits that:
Even programs that are sound in concept, shrewd in process, congruent
with the culture, appealing to clients, and motivating for implementers
implemented
can be impeded by bureaucracy. Outright competition, co\'el't
covert
subversion, poor coordination, weak communication, and sheer
incapacity can bring any social program to a bait
hah (Warwick 1982, 187).
On the other band,
hand, the data have shown that the JAFPP program is carried out

by a nonprofit organimtion
organization cbaractem.ed
characterized by relatively sound management, effective

utilization of resources, competent and ongoing training, management information
systems, motivated statt:
staff and client oriented services. As have other NGOs in Third
World countries, JAFPP has grown rapidly from a small, voluntary, nonprofit
organization whose founders were driven by social concerns and whose management
structure has been in continuous evolution. The longevity and success of JAFPP has
bas

been grounded on its ability to maintain an open and good relationship with all parties
involved, including government, donor agencies, and local communities. A good
relationship with all coupled with continuous financial assistance, government
support, and client satisfaction have given the association the energy it needs to be
more active and successful in the delivery of
o f its family planning program services.
Drawing from previous discussion and the literature review throughout this

researc~
research, it may be argued that the two organi?ations
organizations have been subject to their
then
environmental influences. They do not exist in a vacuum, nor are they self-supporting
entities. Although they operate within the same environment, then
their adaptations and
responses differ (see Chapter Seven). The Ministry of Health has
bas proved to be more
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sensitive than JAFPP to the social, cultural, and political environment in Jordan. The
former is driven by political forces and a bureaucratic elite that has
bas to serve many
constituents. In general, governmental agencies must deal with many varied political
groups with different beliefs, perceptions, and social values.
On the other hand, it was demonstrated that the Jordan Association for Family

Planning and Protection is subject to Jes.,
less pressure from its environment than is the
ministry. This may partially explain why JAFPP has greater ability to reach out to the

grassroots than does the ministry, which is always politically visible and bas
has to serve
various constituents. As previously discus.,ed,
discussed, the association was able to 'break
‘break
through'
through’ and introduce family planning services in Jordan in the early 1970s. It
established channels of
o f communication, trust, rapport, and advocacy with local
communities.
Th~
Thus, it could be argued that the performance of
o f the Ministry of Health and
Jordan Association for Family Planning and Protection have been, to a certain extent,
determined by Jordan's
Jordan’s socioeconomic and cultural values and the ability of the two
organimtions
organizations to adapt and respond to them. This finding is consistent with the
Research Hypotheses I and Il,
Q, which state: (I) Although the two organizations operate

in the same socioeconomic and political environment and deliver the same fam
ily
family
planning services, they have different opportunities, capabilities, and constraints. The
two organizations have different environmental responses and adaptations; (II) Being

a nongovernmental nonprofit organization, JAFPP should have the ability to cope
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with its diverse and changeable environment and thus out-perform the Ministry of
of
family
program.
Health in implementing the fam
ily planning program
This research also indicated that despite the philosophical differences between
the Ministry of Health and JAFPP, the relationship between them has
bas proved to be
supportive and complementary. This finding is consistent with other research results
that have been published on this subject (Salamon 199S;
1995; Tandon 1989; Fisher 1998;
Roper 1986).
Since its establishment in 1964, the Jordan Association for Family Planning
and Protection bas
has been receiving continuous support from the Jordanian government
in genera~
general, and the Ministry of Heahh
Health in particular. The government gave a green

light to the association to provide family planning services. The association received
various types of financial and nonfinancial assistance from the government as a
support and indirect approval of its efforts. The nonfinancial assistance
mistance included legal
support (licensing practices), training for association statI:
staff equipment, and use of
of
government facilities. Also, the government gave permission to JAFPP to receive aid
from international organimtions
organizations such as IPPF, USAID, and UNFPA.
UNFPA As a matter ooff
fact, JAFPP was raised under the care of the government and was authomed
authorized to
provide certain services that the government - for political and social reasons - chose
not to do. Therefore, it would be wrong to assume that the Ministry of Health and the
Jordan Association for Family Planning and Protection are at opposite poles ooff a
competition continuum; rather, they complement each other based on their mutual
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interest. This complementarity is semitively
sensitively responsive to environmental
circumstances.
If the cooperation between the two sectors is grounded on mutual interest and

coexistence, where a weakness of
o f one corresponds to a strength of the other, one may
expect that the collaboration between them will tighten over time (see Chapter Three).
As bas
has been illuminated in this work (Chapter Seven), in the 1970s and 1980s when

the Jordanian government was under pervasive environmental influence, JAFPP was
seen from at least the government's
petspective as the appropriate agent to provide
government’s perspective
family planning services without explicit national population policy. The association
was able to function as a link between government and the citi7.enry
citizenry and do things the

government was not able to do. The experience of Jordan has
bas demon.mated
demonstrated that
NGOs can be seen, in certain cases such as family planning, as a testing ground for the

government - not only for population issues, but other social activities as well.
well This
finding is in concert with Research Hypothesis m,
m , which states: It is expected that the

relationship between JAFPP and the Ministry of
o f Health Department of
o f Maternal
Maternal and
Child Health/Family Planning is cooperative and complementary, rather than
competitive. This is due to the fa
fact
ct that their relationship reflects the complementarity
of
o ftheir strengths and weaknesses; that is, the strengths of
ofthe
ofHealth
the Ministry of
Health
co"espond
correspond to the weaknesses of
o fJA.FPP,
JAFPP, and vice versa.
versa.
Since this study illustrated the complementarity between the two sectors, the
question arises: To what extent should each sector be involved and what role should
each play in the implementation process? The answer to this question remains
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puzzling; no clear amwer
answer emerges. In part, the amwer
answer is dependent upon the
contextual environment within which the two
t\\'o sectors operate. Each case rests on its
merits. In a situation where the issues of fiunily
family planning and population policy are
highly socially and politically charged, coupJed
coupled with Jow
low government commitment,
nongovernmental organimtions
organizations may have a major role to play. This option may
become optimal when the government is subject to socioeconomic and political
constraints coupled with internal organizational problems.
Not every social program is implemented based on clear and well-guided and

detailed quantitative policy specifications. In some cases, as mentioned above,
implementation may precede policy formulation. For example, during the 1970s and
l1980s,
980s, fiunily
family planning services were provided in Jordan without a formal population
policy. These circumstances serve as a case in point of Warwick's
Warwick’s position that

"implementation
“implementation may take place without an explicit policy and in fact may be
necessary to develop that policy"
policy” (Warwick 1982, 181).
The family planning services and maternal and child heahh
health are fully
folly integrated
with the ministry’s
ministry's primary health care services. The siting ofMCH
of MCH and family
planning is dependent on primary health care rules and regulations. What happens at

primary health care is not isolated from the family planning program and MCH. The
analysis of this research data revealed that by having been integrated with other health
care services, the family planning program has
bas been nothing more than a new activity
added to the ministry's
ministry’s existing health care services. Many respondents reported that
the ministry's
ministry’s greatest priority is the provision ofMCH
o f MCH and preventive health care
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rather than family planning. The ministry's
ministry’s programs have been diluted within the
hectic daily health care routines and heavy workload. This situation was
wu aptly

explained by Warwick when he hypothesil.ed
"the formal structure of
hypothesized that “the
implementation conditions the organi7.ational
organizational routines involved. Family planning
programs that work through the Ministry ofHeahh
of Health usually have to deal with routines
associated with health care"
182-3).
care” (Warwick 1982,
19S2,182*3).
One may argue that not all social programs have the same flexibility to fit with
the existing routines associated with health care systems. Some are more sensitive
than are others. The nature of family planning programs and their sensitivity to their

environment make them unique in the way they should be implemented. They are not
always in a position to be fully integrated with other public health
beahh care systems.
It is wrong to 8S&lDlC
assume that, as many believe, there is a universal formula
suitable for every time and place as a remedy to change people’s
people's fertility rate
behavior. Many in international donor organil.ations
organizations still hold the belief that, by
nature, humans usually operate based on rational assumption: people would like to
balance the number of their children in accordance with their socioeconomic
affordability, but either they do not know bow
how or there is a shortage of contraceptive

methods. As this research and many others previously published have illustrated,
cuhure,
culture, norms, values, religion, and political setting play a significant role in people’s
people's
choices. Despite the efforts ofthe public sector, nonprofit NGOs, and the private
sector, only 53 percent of manied
married women in Jordan practice fiunily
family planning
(Department of Statistics 1998,
9). This is not due to shortage of modem
1998,9).
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contraceptive methods or the lack ofknowledge; rather, it is a matter ofcultural
behavior.
Since the early 1960s, nongovernmental organizations and their activities in
population issues have been IIa fiuDUiar
familiar phenomenon, and they are likely to proliferate

in the future. However, not all NGOs have dedicated their mission to population
popuJation
issues. There are many NGOs in the Third World, including in Jordan, that are more
concerned with attracting funds from international donors than with the provision of
family planning services.
In the case of Jordan, family planning program development has
bas been a mutual

learning experience for all concerned - for the Ministry of Health, the Jordan
Association for Family Planning and Protection, and for the clients. The two
organizations, and particularly the ministry, have learned a great deal about how to
benefit from each other's
bow to modify their programs over
other’s experiences and about how
time to find a suitable fit with their socioeconomic and political culture. It has
bas been a
learning experience and adjustment for many Jordanian citi7.ens
citizens - particularly women
- who have become more familiar with the concept ooff family
fiunily planning and modem
contraceptive methods.
If the peace proces
process between the Arab countries and Israel reaches fruition, and

peace (a positive peace, in which the main causes of conflict are absent) becomes a
familiar reality, then it is expected there will be an essential shift in the region from
military and political conflict toward socioeconomic development. It is also expected
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that population issues would rise to the top ofthe political agenda, with more demand
for family planning ller\'ices
services and for government involvement.

Recommendations

What can be done to improve family planning program performance in Jordan?
Although the answer to this question is complex, some remedies may be comidered.
considered.
This research suggests that:

1) Family planning program implementation in Jordan is better carried out
through good collaboration between governmental and nongovernmental
organii.ations,
organizations, where NGOs have an essential role to play.

2) There is a significant pressing need for a permanent national entity to

coordinate the efforts of governmental agencies, local NGOs, and
international donor orgmmations
organizations in order to avoid duplication,
overlapping, and waste of resources.

3) Although the ministry's
ministry’s wnily
family rlanning
planning program is integrated with the

Maternal and Child Health Department which is, in turn,
tum, part of the
primary health directorate, the family phuming
planning program should have its

own identity. For example, the program should have a separate section
within the health care centers that is dedicated solely to family
fiunily planning.

Family planning clients should not have to stand in a long line of
o f patients
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for a variety of
o f health reasons. The program should have

full-time fiunily
family planning
plamring physicians and staff
staff:

4) Substantial central levels of
o f attention and support are needed for the

ministry before good quality services become routine. The ministry health

care services will continue to have difficulties if the ministry does not
streamline its internal organizational structure. This includes adopting a
decentralimtion
decentralization approach, upgrading its management skills,
computeri7.ation,
computerization, and a management information system (see Chapter
Eight).

S)
5) Unless the ministry staff is motivated toward their work, true successful

performance will be elusive.

6) If the Jordan Association for Family Planning and Protection is to

experience longevity, it must go beyond its existing service delivery areas

(the main cities) and reach out to rural areas. The association has
bas only two
mobile clinics dedicated to mmte
remote areas. The good reputation that JAFPP

has built for itself within the national and regional levels may have the
potential to expand into these areas.
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7) Reliance on external financial resources may limit JAFPP's
JAFPP’s potential to

expand and reduce its probability of long-term survival Many
international donor <'tgaoizatinns
organizations have reduced their subsidies due to
shortages of available funds. This may result in creating uncertainty in
many fiunily
family planning programs, not just in Jordan but in other Third
World countries as well. Thus, JAFPP must make the necessary
arrangements to rely on its own resources and cost recovery to emure
ensure
continuity.

Limitations
It is important to recognize here that this research is very complex. The two

organizations under investigation are very diverse in their philosophy, siu,
size, structure,
and process. Added to that, pervasive environmental influences render covering all
aspects of
o f the two organizations'
organizations’ family planning programs almost impossible.
Consequently, this research may be affected by certain limitations.
The first of these limitations is interviewer effect. During the interviews, it
was felt that the respondents were influenced to a degree by the researcher. Some
respondents were somewhat suspicious about the motives of the researcher; their
responses were very formal and cautious, and they chose their words carefully. At the
middle management leve~
level, it was felt that respondents tended to emphasize positive
outcomes and good performance of
o f their organizations.
orgaoi7.ations. On other occasions
<>e:cmions it was felt
that some respondents -particularly
- particularly medical ml
and paramedical staff- exaggerated their
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descriptions of the injustice of their particular situation. Therefore, what was reported
during the interviews may not fully descnoe
describe the actual reality.

A second limitation on the quality of data may be the effect of the researcher’s
researcher's
male gender. In traditio~
traditional, and Muslim, societies such as Jordan, it is historically

uncommon for women to share their most personal views with those not close to them.
They are not familiar with the idea of meeting with a stranger to discuss a sensitive
topic such as family planning service delivery. Since the majority ooff the interview
respondents - both at the provider and client levels - were female Muslims, it is
expected that the prevailing social and cuhural
cultural values may have affected their
responses and, thus, the quality of
o f the data collected during the interviews. In this
regard, many studies have demonstrated that in traditional societies, female
interviewers are preferred to male interviewers for conducting family planning
services (Becker, Feyisetan, and Makinwa-Adebusoye 199S,
1995,233-40).
233-40).
A third potential limitation that may affect the quality of
o f data is the problem of
the two organilJltions'
organizations’ definitions of the concepts of 'new
‘new usen'
users’ and 'continuing
‘continuing
users'
users’ of family planning services, discussed in detail in Chapter Six. The lack
Jack of
computerization at the majority of ministry health care centers renders difficult the
o f each fiunily
family planning user and the type and number of services actually
tracking of

used. Therefore, it was felt that the numbers shown in the monthly and annual reports

were somewhat inflated - not only at ministry health care centers but at JAFPP clinics
as well. Generally speaking, statistical data gathered by government agencies,
imbalances and population issues
particularly those data associated with demographic imbala~
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in general, are likely to be politically oriented rather than actual figures. The

demographic structures in Jordan and Lebanon are good examples (Khalaf 1978;
Warwick 1982). Another problem related to lack of
computerimtionat
o f computerization
at the ministry
health care centers is that all daily and monthly reports in these centers are
handwritten. In these circumstances, the data may become vulnerable
wlnerable to lack of
accuracy, error in recording, or misreading.
In an effort t<'
to minimi:m
minimize these limitations, the researcher used multiple
muhiple sources
of information with cross-checking of data obtained whenever possible in order to
enhance the validity and reliability of the data collected

Finally, although this research is limited to the role of governmental and
nongovernmental orgaoimtions
organizations in Jordan and cannot be generalized, it is hoped,
however that some of the issues raised through this work may be beneficial to other
Middle Eastern countries as well as to other Third World countries that have
characteristics similar to Jordan.
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High Official Interview Guide
Hilla

Name
Name of
of Participant
Participant._ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __

Position

'------------------------Organiz.ation
Organization___________
-----------------------Date and Time of Interview
-----------------o f Interview
Location of
-------------------1. Do you think that Jordan bas
has a population problem?
Probe: Please explain.
2. Why was the family planning program in Jordan initiated by nongovernmental
organi2.ations
organizations and not the government?
Probe: Please explain.
3. From your experience, do you think there is domestic demand for family
fiunily planning
services in Jordan?
Probe: Why?

4. How are family planning programs coordinated at the national level in Jordan?
Probes: Is there any coordinating entity?
If yes, what is the name of
organmtion?
o f this organization?
If no, why not?
5. Have you found any components of the family
S.
fiunily planning program to be
controversial?
they, and why are they controversial?
Probe: If so, what are they~

6. From yom
your petspective,
perspective, what is the family planning program trying to accomplish?
Probes: What results have been produced to date?
What accomplishments do you think are likely in the next year?
Why do you think the program will produces these results?
resuhs'?
7. In your opinion, what are the main problems that family planning faces in your
organiz.ation?
organization?
Probes: How do you think these problems can be solved?
How long do you think it will take to solve these problems?
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8. Could you descn'be
describe for me the structure of
o f your oqani:,ation?
organization?
Probes: How are decisiom
decisions made in your organi7llhnn.?
organization?
How do different departments coordinate their
then activities?
How does your organimion
organization recruit its staffi
staff?
9. The Jordan Population and Family Health Survey of 1990 shows that JAFPP
clinics serve 30 percent of current users of
o f modem contraceptive methods, while
the government serves only 24 percent. In your opinion, what would explain this
variation between the two organi7.ations?
organizations?
10. (JAFPP) Does your organii.ation
organization receive any support from the government?
Probes: If yes, please explain what type of
o f support.
When did your organi:mtion
begin
receiving this support?
organization
11. Does your organimtion
organization receive any support from international donor agencies?
Probes: If yes, please identify these organil.ations.
organizations.
When did your organi:mtion
organization begin receiving this support?
Does your organmtion
organization need government approval to receive such
support?
What will happen if your organii.ation
organization decides to receive external
assistance without acquiring government approval?
12. In the discussion, you mentioned that your organmtion
organization provides timily
family planning
services and, at the same time, provides infertility treatment. Isn't
Isn’t this a
contradiction?
Probes: If no, please explain.

13. Does your organization have evaluation systems and procedures?
Probes: If yes, what type(s) of evaluation does the organil.ation
organization have outcome evaluation, process evaluation, or both?
How are the evaluations accomplished?
How often are they carried out -annually,
- annually, semiannually, quarterly?

14. In recent years, many nongovernmental organiations
organizations began providing family
planning services within their
then activities. In your opinion, why bas
has this
proliferation of mmily
family planning service providers occurred in Jordan?
family planning
p lanning services in
Probes: Is this because of high demand for mmily
Jordan, or for other reasons?
Is there any competition between these orgaoi:mtions?
organizations?
Is there any competition between the Ministry ofHealth and JAFPP?
15. Is there anything else you would like to comment upon?
16. Do you know of any individual in your organi7atiQn
organization or elsewhere that I should
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speak with regarding family planning issues
is.1ues in Jordan?
Clinic or Center Interview
Gnide
Head of CU■ic
laterriew G•lde

Name
Name of
o f Participant
Participant_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
Position

-----------------------Organization_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
Organization___________

-----------------Location of Interview
--------------------

Date and Time of Interview

Background Information (Education, Experience, Training, Salary)
Salary)._ _ _ __
1. Do you think that the family planning program is among your organization’s
organization's
priorities?
Probe: Please explain.
2. What are the major family planning activities in your clinic/center?
3. How are family planning SICtivities
activities organized in
m your clinic/center?
Probes: How are these activities carried out by staff?
staft'l
Are these services provided in the clinic/center or in the field, or
both?
How does the staff'
staff persuade clients to accept fiunily
family planning
services?

4. What resources are available to your clinic/center?
clink/center?
Probes: Is there any separate financial allocation for your clinic/center?
If yes, what is the total allocation, and what proportion of
o f that
family planning?
allocation goes to fiunily
nonfinancial resources are allocated, and how
If no, what type of nnofinancud
often?
5. What is the number of
staft'l
o f your clinic/center staff?
physicians, nurses, midwives, logistic support staffi
staff?
Probes: How many are physic•
o f these staff members are considered family planning
How many of
professionals?
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6. Do you have a staff meeting schedule in your clinic/center?
Probe: If yes, how often, what types of
o f topics are discussed, and are these
meetings formal or informal?
Do you think these meetings are productive?
7. Are there any data related to fiunily
family planning available at your clinic/center?
Probes: If yes, what type of
o f data are available?
How are these data collected?
How are these data reported to your organintion's
organization’s central office?
How are these data used?
8. What major problems does your clinic/center experience?

9. Is the building which houses your clinic/center owned by your organization
orgaoimion or
rented?

l10.
0. What authority are you able to exercise as the head of a clinic/center? For
example, do you have the authority to hire, fire, or promote staff? Can you make
major financial decisions related to your clinic/center? Can you raise salaries?
11. What types of incentives are provided for your clinic/center staff?
staff'?
12. Would you please tell me about your clinic/center's
clinic/center’s fee schedule for services?
13. Is there anything else you would like to comment upon?
organization or elsewhere that I should
14. Do you know of any individual in your organimtinn
speak with regarding family planning iuues
issues in Jordan?
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Clinic/Center
Worken) Interview
lateniew Gaide
Clink/Center Staff (Medical Professionals aad
and Social Workers)

Name
Name of
of Participant
Participant,_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
Position

------------------------

Organization
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
Organization___________
Date and Time of Interview

-----------------Location of Interview
-------------------Background Information (Education, Experience, Training, Salary)
_ _ _ __
Salary)______________
1. Why did you choose to work in the fiunily
family planning program?
Probe: How do you feel about working in the program?
2. Could you describe for me how you spend your workday?
3. Would you please explain to me, step-by-step, how a client goes through the
system at your clinic/center?
4. From your experience, do you think your organmation's
organization’s policies allow you and
your colleagues to exercise discretion and initiative in carrying out family
fiunily
planning services?
major social barriers to acceptance
5. From your experience, what are the D11jor
acceptaoce of family
planning services? Are they cultural, political, religious, or a combination of
these factors?
Probe: Please explain.

6. From your experience, what do you think is the main concern of clients regarding
family planning services?
rumors or misinformation about &mily
family planning
7. Have you ever had to deal with numrs
methods?
rumor/misinformation, and how
Probe: If yes, what type of numr/misinformation,
bow did you deal with
it?
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8. From your experience, do you think your organium11's
o r g a n i s a t i o n ’ * policies allow you and
your colleagues to exercise discretion and initiative in carrying out family
fiunily planning
services?
9. How would you descnbe
describe your relationship with your supervisor?
10. Do you think your supervisor is doing a good job?
Probe: Why or why not?
11. Have you had any family planning training?
Probe: If yes, what type of
o f training, the total length oftraining, and where?
12. Would you please describe your clinic/center's
clinic/center’s client follow-up procedures?
14. Do
Doyou
youreceive
receiveany
anyincentives?
incentives?
Probe: If yes, what type and bow
how do you feel about it?
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Client
(Femnle) Interview
Guide
CHe■t (Female)
I■terview Gaide

Date and Time of Interview

------------------Location of Interview
---------------------

Background Information (Age, Education, Income, Marital Status)_ _ _ __
1. Would you please tell me how
bow you heard about this clinic/center?
2. Would you please tell me why you chose to come to this clinic/center?
3. Have you ever received family planning services ftom
from MOH health care centers?
Probes: If yes, what do you think about these services?
If no, why not?
from JAFPP clinics?
4. Have you ever received family planning services ftom
Probes: Ifyes,
If yes, what do you think about these services?
If no, why not?

5. If you have received family planning
planoiog services ftom
from both MOH centers and JAFPP
clinics, which of the two do you prefer?
Probe: Please explain why.

